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PREFACE  TO  THE  EIGHTH   EDITION, 


In  the  preparation  of  a  new  edition  of  this  Manual  the 
author's  endeavor  has  been  to  bring  the  entire  contents  up 
to  date.  Not  only  has  the  text  been  thoroughly  revised, 
but  much  new  material  has  been  introduced,  and  many 
articles,  especially  in  the  section  dealing  with  Diseases  of 
the  Nervous  System,  have  been  rewritten. 

It  is  hoped  that  in  its  present  form  the  work  may  still 
be  considered  as  affording  a  concise,  but  clear  and  accu- 
rate, representation  of  the  essential  facts  of  the  Practice  of 

Medicine. 

A.  A.  S. 
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PREFACE  TO  THE   FIRST  EDITIONc 


Pope  says,  "  Half  our  knowledge  we  must  snatch,  not 
take."  If  this  be  true  of  general  knowledge,  it  is  certainly 
true  of  the  knowledge  of  medicine  as  it  is  taught  in  the 
schools  of  to-day.  In  view  of  this  fact,  there  seems  to  be 
a  real  need  for  books  which  present  their  subjects  in  an 
assimilable  form. 

At  the  request  of  many  students  the  author  has  written 
this  book  with  the  hope  that  it  may  serve  as  an  outline  of 
Practice  of  Medicine,  which  shall  be  enlarged  upon  by  dili- 
gent attendance  upon  lectures  and  critical  observation  at 
the  bedside. 
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OF  THE 

DIGESTIVE   SYSTEM. 


THE  TEETH  AND  GUMS-    L    1 

Delayed  dentition  and  the  eruption  of  badly  formed  teeth 
may  result  from  rickets  or  congenital  syphilis. 

Caries  of  the  teeth  results  from  many  conditions,  notably 
an  unnatural  softness  of  the  teeth,  lack  of  cleanliness,  the 
use  of  certain  drugs,  dyspepsia,  and  diabetes. 

Hutchinson's  Teeth. — The  lateral  incisors  of  the  upper 
jaw  are  pegged,  and  the  central  incisors  of  the  same  jaw 
have  convex  sides  and  crescentic  notches  on  their  cutting- 
edges.  These  peculiarities  indicate  hereditary  syphilis,  and 
are  noted  only  in  the  permanent  teeth. 

A  blue  line  on  the  gums  near  the  insertion  of  the  teeth 
usually  indicates  chronic  lead-poisoning.  Copper-  and 
silver-poisoning  occasionally  produce  similar  lines. 

Spongy,  bleeding  gums  are  often  associated  with  scurvy. 
Swelling  of  the  gums,  with  tenderness  and  salivation,  is 
indicative  of  mercurial  poisoning  (ptyalism). 

THE  TONGUE.       I  ^  '  ^ 

Pur  on  the  Tongue. — This  consists  for  the  most  part  of 
accumulated  epithelial  cells,  particles  of  food,  and  micro- 
organisms, and  occurs  in  a  great  variety  of  diseases,  both 
local  and  general. 
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A  light y  uniform  coat  is  often  noted  in  health,  particularly 
in  those  who  sleep  with  the  mouth  open.  Other  causal 
conditions  are:  (i)  Febrile  diseases.  (2)  Dyspepsia.  (3) 
Catarrhal  conditions  of  the  nose  and  throat.  Very  little 
diagnostic  significance  can  be  attached  to  the  appearance  of 
the  tongue  in  diseases  of  the  stomach. 

Circumscribed  furring  often  indicates  local  disturbance,  as 
a  jagged  tooth  or  tonsillitis. 

Unilateral  furring  may  result  from  disturbed  innervation, 
as  in  conditions  affecting  the  second  and  third  branches  of 
the  fifth  nerve.  It  has  been  noted  in  neuralgia  of  those 
branches,  and  in  fractures  of  the  skull  involving  the  fora- 
men rotundum. 

The  dry,  brown  and  fissured  tongue  is  noted  in  low  fevers, 
as  typhoid  fever,  typhoid  pneumonia,  typhoid  dysentery. 

A  red,  beefy  tongue  is  noted  in  chronic  wasting  diseases. 
It  is  of  quite  frequent  occurrence  in  dysentery  and  in  diabetes. 

The  "  strawberry  tongue  "  is  characterized  by  a  white  fur, 
through  which  project  bright-red  and  prominent  papillae. 
It  is  seen  in  the  early  stage  of  scarlet  fever. 

DISCOLORATION  OF  THE  TONGUE. 

Black  Tongue  {Nigrities). — This  is  a  parasitic  affection  of 
the  tongue,  characterized  by  the  appearance  of  black  patches 
on  the  center  of  the  dorsum,  with  great  prolongation  of  the 
filliform  papilla;. 

Bluish-black  discoloration  of  the  tongue  is  observed  in 
Addison's  disease. 

leukoplakia  Buccalis. — In  this  condition  there  are  slightly 
elevated,  smooth,  opaque,  whitish  plaques  on  the  lingual 
or  buccal  mucous  membrane.  There  are  no  subjective 
symptoms.  Excessive  smoking  is  a  common  cause.  Syph- 
ilis appears  to  be  a  factor  in  some  cases. 

TREMOR  OF  THE  TONGUE. 

Trembling  of  the  tongue  is  noted  in  many  conditions ;  it 
is  particularly  marked  in  low  fevers  (typhoid),  in  alcoholism, 
in  paretic  dementia. 
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FISSURES  ON  THE  TONGUE. 
Fissures  on  the  tongue  may  result  from  severe  glossitis, 
syphilis,  carcinoma,  tuberculosis,  or  the  impact  of  a  jagged 
tooth. 

SCARS  ON  THE  TONGUE* 

Scars  on  the  tongue  often  result  from  syphilitic  lesions  or 
from  the  tooth  wounds  of  epilepsy. 


FETOR  OF 


BREATH, 


This  is  often  due  to  local  inflammation,  as  chronic  rhinitis, 
tonsillitis,  etc. ;  to  the  retention  of  decomposing  food,  to 
caries  of  the  teeth,  to  certain  hing  diseases,  especially  gan- 
grene and  bronchiectasis,  to  dyspepsia,  and  to  the  ingestion 
of  certain  foods  or  drugs. 

THE  APPETITE,  .-^ 

Bulimia,  or  inordinate  appetite,  is  a  common  symptom  in 
nervous  dyspepsia,  hysteria,  diabetes,  and  tn  certain  insan- 
ities, notably  in  paretic  dementia.  It  may  be  due  to  intes- 
tinal parasites. 

Anorexia,  or  loss  of  appetite,  is  a  symptom  common  to 
many  conditions. 

Pica  is  a  craving  for  unnatural  articles  of  food,  and  is 
noted  particularly  in  chlorosis,  insanity,  and  pregnancy. 


DYSPHAGIA. 

Dysphagia,  or  difficult  swallowing,  may  result  from:  (i) 
Local  inflammation,  especially  tuberculous  ulceration  of  the 
throat  or  larynx.  {2)  Stricture  due  to  the  healing  of  an 
ulcer  (corrosive  poisons,  syphilis,  typhoid  fever).  (3)  Can- 
cer of  the  esophagus.  (4)  Spasm  of  the  esophagus  (hyste- 
ria). (5)  A  foreign  body.  (6)  Pressure  on  the  esophagus 
(aneurysm,  mediastinal  tumor,  enlarged  glands,  pericardial 
efliision).  (7)  Paralysis,  local,  as  in  diphtheric  paralysis  ;  of 
centric,  as  in  bulbar  disease* 
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VOMXTING,  OR  EMESIS. 

Etiology. — (i)  Toxic,  from  ptomains,  drugs,  uremia, 
and  the  specific  fevers.  (2)  Centric  disease,  as  cerebral 
tumors  and  iiicniiij^itis ;  this  type  is  often  unaccompanied 
with  nausea,  and  does  not  relieve  the  associated  headache. 
(3)  Diseases  of  tlic  stomach,  as  ulcer,  cancer,  dilatation, 
catarrh,  etc.  (4)  Reflex,  as  from  pregnancy,  uterine  or 
ovarian  disease,  irritation  of  the  fauces,  worms,  biliary  coUc, 
etc,  (5)  Intestinal  obstruction:  this  is  often  fecal.  (6)  Dis- 
turbed cerebral  circulation,  as  in  swinging  and  in  sea-sick- 
ness. (7)  Certain  nervous  affections,  as  hysteria,  migraine. 
(8)  Periodic  vH>niiting  may  be  in  itself  a  neurosis,  or  may  be 
associated  with  die  gastric  crises  of  locomotor  ataxia.  {9) 
Esophageal  vomidng  results  from  obstruction,  and  the  vomit 
is  alkaline  in  reaction. 

THE  VOMIT, 

Wattry  or  mucous  vomit  is  noted  in  chronic  gastritis,  in 
certain  forms  of  nervous  dyspepsia,  in  cerebral  disease^ 
and  after  persistent  emesis,  as  in  cholera. 

BilioNs  or  green  vomit  is  not  diagnostic  of  any  special 
condition  ;  it  may  occur  in  any  case  in  which  there  are 
persistent  vomiting  and  retching. 

Bloody  Vomit  {HematemcsisX-^Vox  causes,  see  page  62. 
When  present  in  large  amount,  the  blood  can  usually  be 
recognized  by  the  unaided  eye ;  small  amounts  may  be 
detected  by  the  microscope,  by  the  spectroscope,  or  by 
chemical  tests. 

Test  for  Blood, — E^^aporate  some  of  the  filtered  coffee- 
grounds  vomit  in  a  watch-glass,  scrape  ofiTsome  of  the  dried 
material ;  add  a  trace  of  finely  pulverized  salt ;  place  the 
mixture  on  an  object-glass,  and  cover.  Allow  one  or  two 
drops  of  glacial  acetic  acid  to  run  under,  and  again  evapo- 
rate ;  when  ^Ty\  allow  one  or  two  drops  of  distilled  water 
to  flow  under  to  dissolve  the  cr>'stals  of  salt.  Under  the 
microscope  brown  rhombic  crj'staLs  of  liematin  appear. 

l^iriilcnt  vomit  may  result  from  the  rupture  of  an  abscessj 
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into  the  esophagus  or  stomach  or  from  phlegmonous  gas- 
tritis. 

Fecal  vomii  {stcrcoraceous  vomit)  -indicates  intestinal  ob- 
struction or  a  gastro-colic  fistula,  the  result  of  ulcer  or 
cancer.     It  is  recognized  by  its  t)dor  and  appearance. 

Profuse  Vomit, — ^The  ejection  of  large  quantities  of  frothy 
fermented  material  is  highly  significant  of  gastric  dilatation. 

Vomiting  without  nausea^  distress^  or  other  gastric  pht- 
nomena  occurs  in  certain  neuroses  o*"  tlic  stomach,  in 
hysteria,  uremia,  and  in  brain  disease,  as^  tumor  or  as  a 
precursor  of  apoplexy. 

EXAMINATION  OF  THE  GASTRIC  CONTENTS. 

The  test-breakfast  of  Ewald  and  Boas  consists  of  a  roll 
and  from  lo  to  14  fluidounces  of  water  or  weak  tea,  It  is 
given  in  the  morning  on  an  empty  stomach,  and  is  removed 
in  one  hour  by  aspiration  or  expression,  The  roll  should 
be  thoroughly  masticated.  This  breakfast  affords  the  most 
satisfactory  means  of  determining  the  secretory  activity  of 
the  stomach.  RiegeFs  test-meal^  however,  is  belter  adapted 
to  determining  the  total  functional  activity  of  the  stomach. 
It  consists  of  a  plate  of  meat-broth,  a  beef-steak  weighing 
from  5  to  7  ounces,  1  j-  ounces  of  mashed  potatoes,  and  a 
roil  The  contents  are  removed  in  three  or  four  hours  after 
the  ingestion  of  the  meal 

Test  for  Free  Acids.— Filter-paper  soaked  in  a  solu- 
tion of  Congo-red  and  dried  turns  blue  in  the  presence  of 
free  acids.  A  saturated  alcoholic  sohition  of  tropeoh'n  00 
turns  from  a  brownish  yellow  to  a  dark  brown  when 
brought  in  contact  with  fluids  containing  free  acids. 

Qualitative  Tests  for  HCL— Gunzburg's  phloroglu- 
cin-vanillin  test  will  react  with  I  part  of  HC!  in  15,000 
parts  of  water.  The  solution  consists  of  2  parts  of  phloro- 
glucin.  I  part  of  vanillin,  and  30  parts  of  absolute  alcohol 
When  a  few  drops  of  this  solution  are  heated  with  an  equal 
quantity  of  the  filtrate  contained  in  a  porcelain  dish,  a  beau- 
tiful red  color  appears  at  the  margin  of  the  fluid.  Boas 
states  that  the  test  is  still  more  delicate  when  100  parts  of 
80  per  cent,  alcohol  are  substituted  for  the  30  parts  of 
absolute  alcohol 
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Boas'  reso  rein -sugar  test  gives  a  similar  reaction.  The 
reagent  consists  of  5  parts  of  resorcin,  3  parts  of  sugar, 
and  100  parts  of  diluted  alcohol. 

Total  Acidity*^ — ^This  is  determined  by  allowing  a  deci- 
normal  alkali  solution  (water,  10  ex. ;  potassium  hydrate, 
56  nig,}  to  flow  from  a  buret,  drop  by  drop,  into  a  beaker 
containing  10  c.c.  of  filtered  gastric  juice,  to  which  have 
been  added  as  an  indicator  two  drops  of  a  l  per  cent,  alco- 
holic solution  of  phenolphthalein.  The  test  is  completed 
when  the  red  color  produced  no  longer  disappears  on  shak- 
ing the  solution.  Ten  c.c.  of  normal  gastric  juice  usually 
require  from  4  to  6.5  ex.  of  the  standard  alkali  solution. 

Since  I  c.c.  of  the  alkali  solution  is  equivalent  to  0.00364 
gram  of  HCl,  it  follows  that  the  percentage  of  the  latter  in 
a  given  specimen  will  equal  the  number  of  cubic  centimeters 
of  the  alkali  solution  required  multiplietl  by  10,  and  again 
by  0.00364. 

Quantitative  Test  for  Free  Hydrochloric  Acid. — 
Mintzs  Color  AIclhod.—To  10  c.c.  of  the  filtrate  add  a  deci- 
normal  solution  of  sodium  hydrate  from  a  buret  until  a 
droplet  (removed  with  a  platinum  loop)  of  the  fluid  no 
longer  reacts  with  Gunzburgs  reagent.  The  number  of 
cubic  centimeters  of  ihe  alkaline  solution  used,  multiplied 
by  10  and  then  by  0.00364,  gives  the  percentage  of  free 
hydrochloric  acid.  This  method,  which  is  sufficiently  accu- 
rate for  chnical  purposes,  is  based  upon  the  supposition 
that  the  alkali  first  unites  with  the  free  acid  before  it  affects 
the  acid  in  organic  combinations. 

Test  for  I^actic  Acid, — The  presence  of  lactic  acid  in 
the  stomach-contents  simply  indicates  the  existence  of  sub- 
acidity  and  of  stagnation-  These  two  conditions  are  never 
so  constantly  present  nor  so  intense  as  in  carcinoma  (Riegel). 
When  free  HCl  is  present  in  sufficient  quantities,  it  is  unnec- 
essary to  test  for  lactic  acid. 

Uffelmann  recommends  a  mixture  of  10  c.c.  of  a  4  per 
cent,  carbolic  acid  solution  and  20  c.c,  of  distilled  water,  to 
which  is  added  one  drop  of  the  official  liquor  ferri  chloridi. 
This  makes  a  clear  amethyst-blue  solution.  The  reagent 
must  always  be  prepared  at  the  time  of  making  the  test 
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If  the  solution  turns  yellowish  green  on  the  addition  of  fil- 
tered gastric  contents,  the  presence  of  lactic  acid  is  demon- 
strated. As  the  blue  serves  only  as  a  contrast  color,  a  very 
dilute  solution  of  iron  chlorid  alone  (one  drop  of  liquor  ferri 
chloridi  in  50  ex.  of  distilled  water)  suffices.  As  other  sub- 
stances, such  as  sugar,  alcohol,  acid  phosphates,  etc.,  give  a 
somewhat  similar  reaction,  the  test  is  made  more  reliable 
by  exhausting  the  gastric  filtrate  willi  pure  ether  (10  vol.), 
evaporating  the  ether^  and  adding  the  reagent  to  an  aqueous 
solution  of  the  residue. 

Test  for  Acetic  Acid.^ — This  acid  may  be  detected  by 
its  odor  The  production  of  a  blood-red  color  on  the 
addition  of  a  neutral  solution  of  ferric  chlorid  to  an  aqueous 
solution  of  the  ethereal  extract,  which  has  been  neutralized 
with  sodium  carbonate,  also  indicates  the  presence  of  acetic 
acid. 

Test  for  Butyric  Acid.— This  acid  strikes  a  brownish- 
yellow  color  with  Uffclmann's  reagent.  Its  odor  is  also 
characteristic. 

Tests  for  Rennet  and  Rennet  Zymogen,— -Eennet, 
-=Add  5  c.c.  of  filtrate,  which  has  been  exactly  neutralized 
with  a  decinormal  alkaline  solution,  to  an  equal  quantity  of 
neutral  raw  or  boiled  mtlk,  and  keep  the  mixture  at  a  tem- 
perature of  about  too°  F.  If  a  flocculent  coagulate  forms 
in  from  ten  to  thirty  minutes,  the  presence  of  rennet  is 
revealed. 

Rennet  Zymogen, — Render  5  ex.  of  filtrate  very  shghtly 
alkaline  with  a  r  per  cent,  solution  of  sodium  bicarbonate, 
add  about  2  c.c.  of  a  I  per  cent,  solution  of  calcium  chlorid, 
then  mix  with  an  equal  quantity  of  pure  milk,  and  keep  the 
mixture  at  a  temperature  n^  100°  F.  If  zymogen  is  present, 
coagulation  occurs  in  the  ustial  time. 

Test  for  Pepsin,^- If  free  hydrochloric  acid  is  present, 
the  presence  of  pepsin  in  suflRcient  quantities  may  be  as-' 
sumed.  To  determine  the  presence  of  pepsin,  pour  10 
c.c.  of  filtrate  into  a  test-tube.  If  free  HCI  is  absent,  add 
a  sufficient  quantity  of  acid  to  cause  the  appearance  of 
the  Cont^^n  reaction.  Drop  discs  (1.5  mm.  thick  and  10  mm. 
in  diameter)  of  hard-boiled  egg  into  the  mixture,  and  put 
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the  test-tube  into  the  thermostat  at  loo^  F.  If  sufficient 
pepsin  is  present,  tJie  discs  will  be  completely  dissolved  in 
from  one-half  to  one  hour. 

Test  for  Carbohydrates,— When  starch  digestion  is 
arrested  too  early,  as  in  cases  of  excessive  secretion  of  HCl, 
Lugol's  solution  gives  a  blue  or  purple  coluratiun  with  the 
gastric  contents.  Complete  absence  of  color  reaction  indi- 
cates very  active  starch  digestion  (subacid ity). 

The  Absorptive  Power  of  the  Stomach.— This  is 
usually  determined  by  the  time  required  fur  free  iodin  to 
appear  in  the  saliva  after  the  ingestion  of  potassium  iodid. 
The  saliva  is  received  on  filter- paper,  impregnated  with 
starch,  a  drop  or  two  of  fuming  nitric  acid  is  then  added, 
and  the  appearance  of  a  blue  color  proclaims  the  presence 
of  iodin.  Normally  the  saliva  should  yield  the  reaction 
for  iodin  in  from  ten  to  fifteen  minutes  after  the  ingestion 
of  a  capsule  containing  o.  i  gram  of  potassium  iodid.  Care 
must  be  taken  that  none  of  the  drug  adheres  to  the  outside 
of  the  capsule.  This  test  cannot  be  regarded  as  being  very 
reliable. 

The  Motor  Power  of  the  Stomach,— Ewald  has 
suggested  the  use  of  salol,  which  escapes  from  the  stomach 
into  the  intestine,  where  it  is  broken  up  into  salicylic  acid 
and  phenol.  Normally  salicyluric  acid  appears  in  the  urine 
in  from  forty  to  seventy-five  minutes  after  the  ingestion  of  i 
gram  of  salol.  Filter-paper  moistened  with  urine  containing 
salicj'Uiric  acid  assumes  a  violet  color  when  treated  with  a 
lo  per  cent,  ferric  chlorid  solution. 

Riegel's  test  is  more  reliable.  If  it  is  found  that  seven 
hours  after  a  test-meal  of  broth,  beef-steak,  mashed  pota- 
toes, and  a  roll  (sec  p.  21)  much  food  is  still  left  in  the 
stomach,  the  motor  power  is  reduced. 

No  remains  of  the  tcst-hrcakfast  should  be  found  after 
two  hours. 

If  much  water  is  recovered  in  one  and  one-half  hours 
after  the  ingestion  of  500  c.c.  of  cool  water,  there  is  motor 
insufficiency,  probably  the  result  of  muscular  weakness,  and 
not  retention  from  pyloric  obstruction. 


HICCUP. 
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ACIDITY  OF  THE  GASTRIC  CONTENTS. 

Normal  acidity  is  due  to  hydrocliloHc  acid,  but  other 
acids  are  frequently  formed  during  the  digestive  process, 
such  as  lactic,  butyric,  and  acetic  adds.     The  quantity  of 

■  hydrochloric  acid  in  normal  gastric  juice  varies  from  0.14 
to  0.2  per  cent.,  more  acid  being  secreted  after  a  heavy  meal 
than  after  a  hj^ht  unc. 

■  Hyperacidity  {^hyperchlorhydiia)  results  from  a 
variety  of  causes.  Early  life,  the  nervous  temperament, 
mental  overexertion,  and  the  persistent  use  of  highly  sea- 
soned foods  are  general    predisposing    factors.      It  is  fre- 

■  quently  present  in  neurasthenia   and  in  hysteria.     It  may 

■  attend  the  gastric  crises  of  locomotor  ataxia.  It  may  result 
Hfrom  the  abuse  of  tobacco.  It  is  present,  as  a  rule,  in  ulcer 
■of  the  stomach.  It  is  a  common  symptom  in  chlorosis*  It 
■sometimes  occurs  in  cholelithiasis  and  in  nephrolithiasis. 

Subacidity  and  Anacidity  (Hypochylia  Gastrica 
and  Achylia  Gastrica), — Decreased  secretion  of  gastric 

I  juice  is  seen  in  chronic  gastritis;  in  gastric  cancer;  in 
atrophy  of  the  gastric  tubules;  in  passive  congestion  of  the 
stomach ;  often  in  febrile  diseases ;  often  in  severe  anemia ; 
and  in  certain  neuroses,  as  neurasthenia,  hysteria,  and  some 
forms  of  nervous  dysi>epsia. 
'  RUMINATION,  OR  MERYdSMUS, 

Rumination    is   a   condition,    rarely  observed  in    man,  in 

.which   the  food  is  regurgitated  from  the  stomach  and  sub- 

f  jected  to  a  second  mastication.     It  is  the  result  of  a  neurosis, 

ind  is  generally  found  in  association  with  hysteria,  epilepsy, 

icurasthenia,    or   idiocy.      It   is    sometimes    hereditary   or 

Lcquired  by  imitation. 

HICCUP. 

Hiccup,  or  singultus,  results  from  a  clonic  spasm  of  the 

liaphragm,  and  is  often  noted  as  a  temporary'  condition  after 

iting  or  drinking.     Persistent  hiccup  is  sometimes  present 

in  extreme  exhaustion  following  acute  or  chronic,  diseases. 

It  may  also  result  from  irritation  of  tlie  phrenic  nerve,  as 
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from  the  pressure  of  a  thoracic  aneurysm.  It  maybe  reflex 
from  stomachic,  hepatic,  iotestinal,  or  peritoneal  disease.  It 
may  be  due  to  hysteria. 


ABDOMINAL  PAIN  AND  TENDERNESS. 


A 


tn 


Diffuse  abdominal  tenderness   is  noted  in    peritonitis, 
hysteria,  and  in  rheumatism  of  the  abdominal  muscles. 

Persistent  abdominal  pain  results  from  the  various  visceral 
diseases,  chronic  peritonitis,  abdominal  aneurysm,  and  dis- 
ease of  the  spinal  vertebra. 

Colic  is  a  painful  spasm  of  a  mucous  canal.  Tlie  chief 
varieties  are  biliary,  intestinal,  renal,  and  pancreatic. 

Painful  defeeation  results  from  constipation,  ajial  fissure, 
dysentery,  piles»  ulceration,  stricture,  prolapse  of  the  rectum, 
and  inflammatory  conditions  of  neighboring  organs,  as  the 
uterus  or  prostate  gland. 


THE  STOOLS. 


I 


Blood  in  the  Stools  {Entrorrhagia  or  Mclena\ — The  blood 
is  nearly  normal  in  appearance  after  profuse  hemorrhages^ 
or  when  it  has  been  quickly  discharged,  as  \\\  piles  and 
fissure.  Retained  blood  imparts  a  black  or  tarry  appear- 
ance to  the  stools. 

Melena  results  from  :  (i)  Traumatism;  {2)  acute  inflam- 
mation of  the  bowels,  as  in  enteritis  and  tlysentery  ;  (3) 
passive  congestion,  as  in  chronic  heart  and  liver  disease  ;  (4) 
vicarious  menstruation  (extremely  rare) ;  (5)  blood  dyscrasia, 
as  in  scurvy,  purpura,  infectious  fevers,  etc, ;  (6)  rupture  of 
an  aneurysm  ;  (7)  ulcers  in  the  intestines,  as  simple  duodenal 
ulcers,  typhoid^  dysenteric,  tubercular,  or  malignant  ulcers; 
(8)  intussLisception ;  (9)  the  passage  of  blood  from  the 
stomach  in  hematemesis ;  (ro)  hemorrhagic  infarction  of 
the  bowel  from  embolism  or  thrombosis  of  the  mesenteric 
artery;  (11)  pilas,  fissure,  fistula. 

Watery  or  serous  stools  are  noted  in  choleraic  diseases,  in 
nervous  diarrhea,  in  the  colliquative  diarrhea  which  termi- 
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wastini^  diseases^  in  severe  enteritis,  and  in  corrosive 
poisoning,  as  by  arsenic  or  antimony. 

Gntn stools  may  result  from  an  excessive  amount  of  bile. 
They  are  also  comtnon  in  the  diarrheas  of  youo<^  children, 
as  a  resolt  of  the  abnormal  decomposition  yA  the  bile  pig- 
ment. 

Black  stools  follow  intestinal  hemorrhage  and  the  use 
of  certain  drugs,  as  charcoal,  bismuth,  iron,  tannin,  etc. 

Red  stools  usually  indicate  blood,  but  they  may  be  tinged 
red  after  the  administration  of  hematoxyhn  (logwood), 

Mucous  stools  are  noted  in  intestinal  catarrh,  particularly 

hen   the  lower  bowel   is   affected,  as   in   enterocolitis  and 
ysenterj^'. 

Fatty  stools  result  from  the  ingestion  of  large  quantities 
of  fats,  from  the  absence  of  bile,  and  from  chronic  pancre- 
atic diseases. 

ihtrulent  stools  result  from  fistula  in  ano,  dysenteric,  syph- 
ilitic, or  malignant  ulceration,  or  the  rupture  of  abscesses 
into  the  bowel,  as  prostatic  and  pelvic  abscesses, 
[  Uenteric  stools,  those  which  contain  much  undigested  food, 
are  noted  in  inflammatory  conditions  of  the  stomach  and 
upper  bowel. 


ABDOMINAL  DISTENTION* 


Catises.^ — (I  J  Enlargement  of  the  various  organs   from 
tumors  or  other  causes.     Recognized  by  the  histor>%  irregu- 

Kar  enlargement,  and  special  symptoms  referable  to  the 
>rgan  affected.  (2)  Ascites.  Recognized  by  movable  dul- 
jess  with  superincumbent  t>mipany,  and  fluctuation.  (3) 
Zhronic  peritonitis  (tuberculous  or  cancerous)  with  eflTusion. 
Recognized  by  the  history,  progressive  emaciation,  presence 
of  a  primary  lesion  elsewhere,  and  detection  of  tumor-like 
masses,  with,  perhaps,  pain  and  tenderness.  (4)  Tympanites. 
Recognized  by  universal  tympany  on  percussion.  1 5)  Preg- 
nancy. Recognized  by  suppression  of  menses,  morning 
emesis,  pigmentation  of  mammary  areola,  softening  of  the 
cervix,  intermittent  uterine   contractions^  etc.     (6)  Disten- 
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tion   of  the  bladder.      Recognized  by  the  history^ 
of  dulncss,  and  results  of  catheterization. 
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STOMATITIS. 

Definition*^!  n  flam  mat  ion  of  the  mouth. 

Etiology. ^ — (i)  Mechanical,  chemical,  thermal,  or  para- 
sitic irritation.  (2)  Mercurial  poisoning.  (3)  Cachectic 
states,  as  iii  phthisis,  cancer,  and  diabetes.  (4)  It  is  most 
commonly  seeo  in  young  chiklren  in  association  with  gas- 
tru'intestinal  disturbances,  brougJit  about  by  artificial  feed- 
iiii(.  warm  weather,  and  bad  hygienic  surroundings. 

Varieties.^ I )  Catarrhal.  (2)  Aphthous.  (3)  Ulcera- 
tive. (4)  Parasitic  (thrush).  (5)  Gangrenous.  (6)  Mer- 
curial 

General  Symptoms. — Heat  and  pain  in  the  mouth,  in- 
creased flow  of  saliva^  fetor  of  the  breath,  restlessness,  lan- 
guor, disinclination  to  nurse,  and  perhaps  some  fever. 

CATARRHAL  STOMATITIS. 
(Simple  Stomatitis.) 

Sjnnptoms. — General  symptoms  of  stomatitis,  and,  oq 
inspection,  a  diffuse  red  swelling  of  the  mucous  membrane. 

Treatment. — The  cause  must  be  removed.  Errors  of 
hygiene  should  be  corrected.  The  diet  and  the  state  of  the 
alimentaiy  tract  should  receive  careful  attenti*jn.  Th< 
mucous  membrane  of  the  mouth  should  be  washed  at  fre» 
quent  intervals  with  cool  antiseptic  solutions.  In  milci 
catarrhal  stofnatitis  a  solution  of  boric  acid,  5  to  10  grains  tc 
the  ounce,  will  suffice.  In  obstinate  cases  the  mouth,  aftei 
being  carefully  cleansed,  may  be  lightly  painted  with  a  solu- 
tion of  silver  nitrate,  4  grains  to  the  ounce.  , 

APHTHOUS  STOMATITIS. 

(Follicular  Stomatitis ;  Vesicular  Stomatitis.) 

Ss^mptoms. — General  symptoms  of  stomatitis,  and,  on 

inspection,  numerous   small  white  vesicles   on  the  cheeks, 

hps,  and  tongue;  these  vesicles  soon  break,  and  leave  littU 

shallow  ulcers  with  a  red  areola. 


STOMA  TiT/S, 

Prog^nosis.^G.  m  .<!. 

Treatment. — The  same  as  for  catarrhal  stomatitis.    The 

following  application  is  useful : 

U.     Acidi  bcirici  ...........   gr.  x-xx 

Glyccriui J^ss 

AquEC     ..*...  '1-  b.  ad  r^ij. —  M. 

ULCERATIVE  STOMATITIS.  ^ 

This  is  thought  by  some  to  be  an  infectious  disease,  be- 
cause it  often  occurs  in  epidemics,  and  may  attack  both  chil- 
dren and  adults  when  congre<^atcd  and  subjected  to  bad 
hygienic  conditions. 

Sjrmptoms. — General  symptoms  of  stomatitis. 
Inspection. — The  gums  of  the  lower  jaw  are  cliiefly 
afTected.  They  are  swollen,  red,  and  spongy.  Linear 
ulcers,  with  gray,  sloughing  bases,  soon  form,  and  may 
extend  to  the  cheek.  The  glands  under  the  jaw  are 
swollen.  In  severe  cases  loosening  of  the  teeth  and  necro- 
sis of  the  hone  may  follow. 

Prognosis. — Guardedly  favorable. 

Treatment. — Hygienic  conditions  most  be  improved. 
Potassium  chlorate  is  alnK>st  a  specific.  It  should  be  used 
both  locally  and  internally.  The  dose  for  a  child  of  three 
years  is  from  I  to  3  grains,  well  diluted,  ev^ery  three  hours. 
The  ulcers  may  be  painted  with  a  solution  of  silver  nitrate, 
10  grains  to  the  ounce.  Tonics,  like  quinin  and  iron,  arc 
called  for  in  some  instances. 


PARASITIC  STOMATITIS. 

(Tlirusli;  Muguet.) 

Exciting  Cause.— Oidium  albicans. 

'  Symptoms. — General  symptoms  of  stomatitis,  and,  on  in- 

1,  spection,  numerous  milk-white  elevations  which,  on  removal, 
leave  a  raw  surface.  The  disease  may  extend  to  the  phar- 
ynx, esopliagtis,  and  larynx.  Microscopic  examination  re- 
veals the  fungus. 

I         Prognosis.—Good. 

^^  Treatment. — Ever>  thing  that  comes  in  contact  with  the 
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child's  mouth  should  be  rendered  absolutely  clean.  Gas- 
tro-intestiiiai  derangements  should  receive  attention.  The 
mouth  should  be  cleansed  at  frequent  intervals,  especially 
after  feedint^,  with  one  of  the  following  iiolutions:  Sodium 
bicarbonate  (I  dram  to  5  ounces);  sodium  hyposulphite  (20 
grains  to  i  ounce)  ;  potassium  permanganate  (J  grain  to  I 
ounce). 


'y  GANGRENOUS  STOMATms, 
(Oancrum  Oiis;  Noma.) 

This  form  is  seen  most  frequently  in  debilitated  children 
between  the  ages  of  two  and  six  years,  and  usually  follows 
one  of  the  specific  fevers,  especially  measles  and  whooping- 
cough.     It  may  be  a  sequel  to  ulcerative  stomatitis. 

Various  niicro-organisnis  have  been  isolated,  especially 
the  diphtheria  bacillus  and  a  thread-like  parasite  of  the 
leptutlnix  tyjx'. 

Symptoms. — The  general  symptoms  of  stomatitis  are 
marked.  The  cheek  is  the  part  usually  affected.^  Exter- 
nally, it  is  swollen,  hard,  red,  and  glazed;  internally  there 
is  noted  an  irregular,  sloughing  ulcer.  The  putrefaction 
causes  an  intensely  fetid  odor.  The  duration  €>i  the  disease 
is  from  one  tn  three  weeks. 

Complications. — Perforation,  septicemia,  lobular  pneu- 
monia from  aspirated  sloughs,  and  diarrhea  from  the  swal- 
lowing of  fetid  material. 

Prognosis.— Grave,  In  the  large  majority  of  cases  (85 
per  cent.)  the  child  dies  from  exhaustion  or  complications. 
Recoveiy  is  usually  attended  with  rleformity. 

Treatmeiit. — The  sloughing  surface  and  the  tissue  im- 
mediately surrounding  it  should  be  promptly  destroyed 
under  anesthesia  with  the  actual  cautery'-  or  strong  nitric 
acid.  After  the  operation  the  mouth  should  be  cleansed  at 
frequent  intervals  with  a  solution  of  hydrogen  dioxid  (1:3) 
or  of  potassium  permanganate  (i  percent).  Concentrated 
nutritious  food,  stimulants,  and  tonics  are  urgently  indicated. 

'  In  girU  noma  sometimes  atucks  the  vulva. 
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^^^V  MERCURIAL  STOMATITIS. 

^^p  (Ptyalism.) 

I  This  form  of  stomatitis  is  seen  in  artisans  who  work  in 
'  mercur>',  after  the  administration  of  ver\'  large  doses  of 
mercurials,  and  after  the  adniinistralion  of  small  doses  when 
there  has  been  an  unnatural  susceptibiiity. 

Sytnptomg. — Premomtory  Symptoms. — Tenderness  of  the 
gums,  manifested  by  bringing  the  teeth  forcibly  together; 
redness  of  the  j^ums  near  the  insertion  of  the  teeth,  a 
metallic  taste,  ajid  an  increase  of  saliva 

Later  Ssrmptoms. —  Profuse  salivation,  fetor  of  breath,  red 
ness,  swelling,  and  tenderness  of  the  gums.     The  tongue 
may  be  similarly  affected  and  protrude  from   the  mouth 
In  «ievere  cases  ulceration  of  the  mucous  membrane,  loss  of 
teeth,  and  necrosis  of  the  jaw  result. 

Treatmeiit. — The  administration  of  mercury  should  be 
suspended  as  soon  as  the  shghtcst  tenderness  of  the  gums 
manifests  itself.  The  mouth  should  be  frequently  rinsed 
with  a  saturated  solution  of  potassium  chlorate.  In  severe 
cases  the  affected  parts  may  be  painted  with  slightly  diluted 
sulphurous  acid  or  with  a  saturated  solution  of  iodoform  in 
ether.  To  check  the  excessive  fltnv  of  saliva,  atropin  {^\^ 
grain)  may  be  given  once  or  twice  a  day.  Morphifi  may  be 
required  at  night  to  relieve  pain  and  to  secure  sleep.  Potas- 
sium iodid  is  recommended  to  aid  in  the  elimination  of  the 
mercury.  Tonics  may  be  needed  to  combat  the  anemia 
and  exhaustion 
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ACUTE  TONSILLmS, 

(Amygdalitis,) 

Etiology,^ — Acute  tonsillitis  occurs  at  all  ages,  but  it  is 
particularly  common  in  youth. 

Exposure  to  cold  and  wet  usually  excites  it,  and  such  ex- 
posure is  very  effective  when  the  system  is  debilitated  or 
the  throat  is  congested  from  improper  use  of  the  voice. 
Impure  air,  as  the  effluvium  from  foul  drains  or  sewers. 
apparently  may  cause  it.     As  a  secondary  affection  it  is  of 
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frequent  occurrence  in  acute  infectious  diseases*  as  scarlet ! 
fever,  tliphtheria,  rheumatism,  and  variola.      Streptococci, 
staphylococci,  diphtheria   bacilli,  or   pneumococci   may   be 
found  in  the  exudate. 

Varieties. — (i)  Simple  or  catarrhal  (2)  Follicular  or 
lacunar.     (3)  Phlegmonous  (quin-sy). 

S3rmptoms,— The  chief  symptoms  are  chilliness,  head- 
ache and  backache,  hi^^h  fever  (103^-105'^  F.),  pain  in  the 
throat,  difficult  deglutition,  an  altered  nasal  voice^  salivation, 
fetor  of  the  breath,  and  swelling  and  tenderness  behind  the 
angles  of  the  jaw. 

In  the  catarrhal  form  the  tonsils  are  uniformly  swollen, 
red,  and  covered  with  tenacious  mucus. 

In  Ih^  foilicuiar  form  the  tonsils  are  red  and  swollen,  and 
present  little  yellow  spots  on  their  surfaces.  These  spots 
correspond  to  collections  of  desquamated  and  degenerated 
epithelial  cells  in  the  lacuna:  or  cr)'pts  of  the  gland 
During  convalescence  the  contents  of  the  lacuuEe  arc  often 
expelled  in  the  form  of  cheesy  pellets  having  a  characteristic 
unpleasant  odor. 

In  the////r^w£?v/twi"  form  the  tonsils  are  extremely  swollen — 
often  so  much  that  they  almost  meet ;  the  pain  is  intense 
and  of  a  throbbing  character.     One  gland  soon  becomes 
larger  than  the  other,  softens,  fluctuates,  and  turns  yellow, 
from  suppuration.     Swallowing   is  almost   impossible,  tlie^ 
voice  is  lost,  and  breathing  is  difficult  j 

Complications. — Albuminuria    is    frequent.     Endocar-^ 
ditis,    otitis    media,    and   a    diffuse    erythema    occasionally 
occur.     Suffocation  from  rupture  into  the  larynx  and  ulcera- 
tion into  the  carotid  artery  are  extremely  rare  terminations. 

Diagnosis.— Follicular  tonsillitis  must  he  distinguished  ' 
from  scarlet  fever  and  diphtheria. 

Scarlet  Fever, — The  early  and  persistent  vomiting,  the  very 
frequent  pulse»  the  "  strawberry  tongue/'  and  the  peculiar 
punctiform  eruption  will  suggest  scarlatina. 

Diphtheria. — In  this  disease  there  is  an  ashy-gray  mem-  | 
brane,  which  cannot  be  readily  detached,  and  which,  if  re*| 
moved  forcibly,  leaves  a  bleeding  surface.     The  membrane 
does  not  remain  limited  to  the  tonsils,  but  soon  spreads  to 
the  pillars,  uvula,  and  pharynx.     In  doubtful  cases  the 
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I     criterion  is  the  presence  or  absence  of  the  Klebs-Loffler 

'      bacillus. 

Prognosis. — Favorable ;  accidents  are  very  rare.  The 
duration  varies  from  a  few  days  in  the  mild  catarrhal  form 
to  a  week  or  more  in  the  plilegmonous  form. 

Tfeatiiient,=— The  patient  should  be  confined  to  a  warm 
room,  and  if  there  be  much  fever,  to  bed.  A  mild  aperient 
is  indicated  at  the  outset.  The  diet  should  be  h|jht  but 
Sustaining.  The  sucking  of  ice  affords  relief.  The  most 
reliable  internal  remedies  are  the  salicylic  compounds  and 
sodium  benzoate.  These  should  be  given  in  full  doses  at 
frequent  intervals. 

ti.     Ammoiui  sal  icy  I  ads 2j 

Syruj-ii  acacia.'       ft&s 

Aquae  nientha'  pipcriia*    .    .    .    q*  s.  ad  f3iij. — ^M. 

SiG. — A  tcaspoonful  every  llirce  bours  for  a  child  of  six  yeaxs. 
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Guaiac  is  also  recommended.  A  dram  of  the  ammoni- 
ated  tincture  of  guaiac  may  be  given  in  milk  every  three 
hours.  Febrile  symptoms,  if  pronounced,  may  be  controlled 
by  small  doses  of  phenacetiii  or  by  a  combination  q{  aconite 
and  spirit  of  nitrous  ether.  The  pain  may  be  so  intense  as 
to  require  the  U'^e  of  opium. 

Local  Treatment — Externally,  cold  applications  aid  in 
bringing  about  resolution  ;  if,  however,  suppuration  be  in- 
evitable, warm  applications  should  be  employed  to  hasten 
the  process.  Antiseptic  sprays,  like  Dobell's  solution  (see 
p.  37)  or  a  solution  of  hydrogen  dioxid  (l  :  4),  are  of  de- 
cided benefit.  Direct  applications  to  the  surface  of  the 
glands  of  the  tincture  of  ferric  chlorid,  of  a  saturated  ethe- 
real solution  of  iodoform,  or  of  dry  sodium  carbonate  arc 
often  useful. 
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B'     pMtassij  cliloratis  .,.,.,   gr,  EJt 

Tincuirae  feirl  chloridi f^iij 

Glycerini fj^j 

SiG. — Use  locally. 


'5'J-' 


Scarification,   followed   by   gargling  with   hot   water,   is 
another  measure  which  frequently  affords  relief. 

Pus  should  be  evacuated  as  soon  as  its  presence  can  be 
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detected.  In  the  majority  of  cases  it  is  best  to  make  the 
incision  not  in  the  tonsil  itself,  but  in  the  soft  palate,  a  little 
above  and  to  the  outer  side  of  the  gland. 

HYPERTROPHY  OF  THE  TONSILS.  j 

Etiology. — Hypertrophy  of  the  tonsils  occurs  most  fre- 
quently in  childhood.  While  it  is  often  excited  by  repeated 
attacks  of  tonsillitis,  in  some  cases  there  appears  to  be  no 
other  cause  than  a  congenital  predisposition.  i 

Pathology. — It  may  be  a  true  hypertrophy,  but  in  most  I 
instances  either  the  glandular  structure  or  the  connective 
tissue  predominates  ;  the  firmness  of  the  gland  increases  in 
proportion  to  the  ovei  <^rowth  of  the  latter.  The  follicles  are 
often  dilated  and  filled  with  cheesy  material  which  results 
from  the  accumulatio!i  of  fatty  degenerated  epitlielium. 
Nasopharyngeal  catarrh,  hyperplasia  of  the  lingual  tonsil, 
and  adenoid  growths  in  the  nasopharynx  are  often  asso- 
ciated conditions. 

Symptoms. — The  symptoms  consist  in  mouth-breath- 
ing, snoring  during  sleep,  difficult  deglutition,  a  thick  voice  | 
of  a  nasal  quality,  fetor  of  the  breath,  impairment  of  hear- 
ing, a  listless  expression  of  countenance,  mental  dulness, 
and  malnutrition.  Night-terrors  are  common.  Persistent 
interference  with  breathing  through  the  nose  gives  rise  to 
the  following  deformities :  narrowing  of  the  nostrils,  con- 
tracdon  of  the  superior  dental  arch,  elevation  of  the  hard 
palate,  and,  especially,  a  chest  conformation  like  that  of 
rick ets  (  pii^am-brcast). 

Complications. — Hypertrophv^  of  the  tonsils  increases  ' 
the  liabiUty  to  acute  CEitarrh  of  the  nasophaiynx,  to  follicular 
tonsillitis,  and  to  diphtheria.     Chronic  catarrh  of  the  middle 
ear.  bronchial  asthma,  and  facial  chorea  are  possible  sequels. 

Prognosis.' — Favorable;  if  proper  treatment  be  adopted. 

Treatment. — Attempts  to  reduce  the  enlargement  by 
applying  tincture  of  iodin,  tincture  of  ferric  chlorid,  alum 
and  glycerin,  etc.,  usually  fail.  When  the  glands  are  very 
large  and  the  general  health  is  sufTfering^  no  time  should  be 
lost  in  resorting  to  tonsillectomy.  Pharyngeal  adenoids 
should  also  be  removed. 
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Constitutional  treatment  should  not  be  neglected.  It  in- 
cludes systematic  balhin|:j,  breathing  exercises,  attention  to 
diet  and  clothing,  and  the  administration  of  such  drugs  as 
cod-Hver  oil,  hypophosphitcs,  and  iodid  of  iron. 


PHARYNGITIS, 

ACUTE  PHARYNGITIS, 

(Acute  "  Sore  Throat  "  ;  Simple  Angina.) 

Definition, — An  acute  catarrhal  inflammation  of  the 
mucous  membrane  of  the  pharynx,  soft  palate,  and  uvula* 
It  is  frequently  associated  with  tonsillitis  and  laryngitis. 

Etiology.— Exposure  to  cold  and  wet  is  the  most  com- 
mon cause.  It  may  be  of  rheumatic  or  gouty  origin.  It 
may  be  excited  by  local  irritants,  such  as  hot  drinks  or  the 
inhalation  of  noxious  gases. 

It  is  also  met  with  in  scarlet  fever,  measles,  and  other 
infectious  fevers. 

Symptoms. — Chilliness,  slight  fever  with  its  associ- 
ated phenomena,  stiffness  and  tenderness  of  the  muscles  of 
the  neck,  soreness  in  the  throat,  painful  deglutition,  a  sen- 
sation of  dr>'ness  or  tickling,  and  a  hacking  cough.  Ex- 
tension to  the  lar\'nx  may  cause  hoarseness ;  to  the  ear, 
through  the  Eustachian  tube,  deafness.  Inspection  reveals 
a  red  and  swollen  mucous  membrane. 

Prognosis. — Favorable. 

Treatment. — In  mild  cases  a  gargle  of  potassium  chlo- 
rate will  suffice.  In  severe  cases  the  application  to  the 
throat  of  cloths  wrung  out  of  cold  water  proves  grateful. 
The  sucking  of  pieces  of  ice  affords  much  relief  Gargles 
or  sprays  of  the  distillate  of  hamamclis  (;o  per  cent.)  are 
useful.  A  spray  of  menthol,  2  grains  to  the  ounce  of  liquid 
petrolatum,  is  also  efficacious.  Lozenges  containing  cocain 
will  oflen  relieve  pain  and  allay  the  tickling  sensation  in  the 
throat,  The  following  formula,  recommended  by  Bosworth, 
answers  the  purpose  admirably : 

R.     Cocainar  hydrochloridt    ,..,*,       p".  v 

gr.  ij 
.  gr.  XV 
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Exlrmcti  krarucria: 
Sodii  bicarlxinatis 


ExLracli  glycyirbiza; 
Fiant  trochisci  No.  xxx. 


giiss. — M. 
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Internally  a  mild  aperient  may  be  given  at  the  outset. 
Sodium  benzoate  (5  grains  four  times  daily)  has  a  beneficial 
effect.  Belladonna  with  aconite  is  also  recommended.  The 
rheumatic  form  usually  yields  promptly  to  a  mild  salicylic 
preparation  hke  salophen  (5  to  8  ^riaiiis  three  or  four  times 
a  day). 

ANGINA  LUDOVICL 
(Ludwlg's   Angina.) 

This  is  a  very  grave  and  rapid  form  of  phlegmonous 
inflammation  of  the  tissues  about  the  floor  of  the  mouth 
and  sides  of  the  neck.  It  may  occur  in  the  course  of 
various  specific  fevers^  or  it  may  be  excited  by  traumatism 
or  carious  processes  at  the  roots  of  the  teeth.  It  may  end 
in  abscess-formation  or  gangrene,  and  frequently  leads  to 
general  septicemia. 

CHRONIC  PHARYNGITIS. 

Etiology* — Chronic  '*  sore  throat"  may  result  from  re* 
peated  acute  attacks,  from  overuse  or  improper  use  of  the 
voice,  or  from  the  prolonged  action  of  irritants,  like  tobacco- 
smoke.  It  is  a  frequent  attendant  upon  chronic  nasal 
catarrh  and  indigestion. 

Varieties.— (l)  Hypertrophic;  (2)  atrophic. 

SymptOMS.— The  voice  is  husky,  and  its  use  is  followed 
by  distress ;  secretion  is  increased,  so  that  there  is  a  con- 
stant desire  to  clear  the  throat ;  disagreeable  sensations,  as 
fulness,  tickling,  and  the  like,  are  frequently  noted. 

In  the  hypertrophic  form  (granular  sore  throat,  clergy- 
man's sore  throat,  chronic  follicular  pharyngitis)  the  mucous 
membrane  is  thick,  swollen,  traversed  \iy  dilated  veins,  and 
studded  with  numerous  elevations  which  correspond  to  dis- 
tended follicles  and  overgrown  lymphatic  tissue. 

In  the  atrophic  form  (phar>^ngitis  sicca)  the  mucous  mem- 
brane is  pale,  smooth,  glossy,  and  dr)\ 

Treatmetlt. — The  removal  of  the  cause  is  of  prime 
importance.  All  sources  of  local  irritation,  such  as  mis- 
use and  overuse  of  tl,c  voice,  mouth-breathing,  excessive 
smoking,  and  intemperance  in  eating  and  drinking,  must  be 
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avoided.  Patients  should  be  instructed  to  expel  sounds  by 
the  aid  of  the  diaphragm  and  abdominal  muscles  instead 
of  the  muscles  of  the  throat  Nasal  obstructions  and  ade- 
noid growths  must  be  removed.  The  habit  of  hawkin^^ 
and  scraping  to  clear  the  throat  should  be  rigidly  inter- 
dicted. Digestive  di.sturbanccs  should  receive  careful  atten- 
tion. Tonics,  like  irun,  str}xhiiin,  and  cod-liver  oil,  are 
sometimes  required. 

Local  Treatment. — The  nasophar>'nx  sliould  be  kept  clean 
by  frequent  spraying  with  an  antiseptic  alkaline  liquid,  like 
Dobell's  solution  : 


r. 
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Sodii  bicarbonatis 
Sodii  Ijoratis  .  . 
Acidi  carbolici  ,  , 
Glycerini  .... 
Aqure    .    ,    ,    .    . 
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Astringent  applications  are  often  of  service ;  one  of  the 
following  may  be  employed:  Zinc  sulphate,  5  grains  to  tlie 
ounce ;  tannin,  1  dram  to  the  ounce  of  glycerin ;  silver 
nitrate,  lO  to  20  grains  to  the  ounce.  In  the  follicular 
variety  it  is  advisable  to  destroy  the  enlarged  follicles  by 
means  of  the  galvanocauter)'-,  after  which  the  astringent 
applications  may  be  made. 
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RETROPHARYNGEAL  ABSCESS. 
(Betropliaryngeal  Lymphadenitis.) 

This  is  a  suppurative  inflammation  of  the  pharyngeal 
lymphatics,  usually  secondary'  to  one  of  the  specific  fevers, 
to  follicular  tonsilh'tis,  suppurative  rhinitis,  otitis  media,  or 
to  caries  of  the  cervical  vertebrae.  It  occurs  especially 
in  children.  It  may  be  recoj^jnized  by  pain  in  the  throat, 
dysphagia,  dyspnea,  alteration  in  the  voice,  and  the  detection, 
on  inspection  or  palpation,  of  a  swelling  projecting  from 
the  po.stcrior  pharjmgea!  wall. 

Treatment. — As  soon  as  pus  can  be  detected  it  should 
be  evacuated  by  means  of  a  guarded  bistoury,  the  head  of 
the  child  being  held  forward  to  prevent  tlie  escape  of  tlie 
pus  into  the  larjmx. 
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STENOSIS  OF  THE  ESOPHAGUS, 

Varieties. — (i)  Functional  obstruction  due  to  spasm 
(esophagismus).     (3)  Organic  obstruction. 

SPASM  OF  THE  ESOPHAGUS. 

Etiology. — It  usually  occurs  in  women  as  a  manifesta- 
tion of  hysteria.  It  may  occur  as  a  symptom  of  hydro- 
phobia or  of  chorea.  It  may  be  due  to  reflex  irritation 
originating  in  the  esophagus  itself  or  in  some  distant  organ. 

Symptoms  of  Hysteric  Esopha^smus. — It  is  mani- 
fested by  paroxysmal  dysphagia,  a  sense  of  constriction  in 
the  chest,  and  sometimes  by  choking  and  the  regurgitation 
of  food. 

Diagnosis. — It  may  be  recognized  by  the  age  and  sex 
of  the  patient,  the  paroxysmal  character  of  the  obstruction, 
the  ease  with  which  a  bougie  can  be  passed,  the  presence 
of  emotional  disturbances,  the  absence  of  emaciation,  and 
the  absence  of  any  other  obvious  cause. 

Prognosis.— Good. 

Treatment, — The  underlying  neurosis  should  receive 
appropriate  treatment.  The  systematic  passage  of  a  bougie 
often  results  in  a  cure. 


ORGANIC  ESOPHAGEAL  OBSTRUCTION. 


Etiology. —  { I )  An  external  tumor  pressing  on  the 
esophagus.  This  is  most  commonly  an  aneuiysm.  (2) 
tumor  growing  from  the  esophageal  wall,  generally  a  can 
cer.  (3)  A  cicatrix  from  ulceration.  The  ulcer  may  be 
due  to  syphilis  or  to  the  ingestion  of  some  corrosive  poison, 
as  a  strong  acid  or  alkali.     (4)  A  foreign  body. 

Symptoms. — The  chief  symptom  is  slowly  increasing 
difficulty  in  deglutition,  with  the  regurgitation  of  food. 
The  esophagus  is  often  much  dilated  above  the  constric- 
tion, and  the  food  may  collect  in  the  pouch  thus  formed, 
so  that  regurgitation  may  be  delayed  for  several  hours. 
The  passage  of  a  bougie  meets  with  a  permanent  obstruc- 
tion.    There  is  much  loss  of  flesh. 
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Diagnosis. — The  history  of  syphilis  or  of  corrosive 
poisoning  will  suggest  a  cicatrix.  Aneurysmal  obstruction 
can  usually  be  detected  by  physical  cxiiniijiation.  Aneur^'sm 

»  should  be  excluded  before  a  bougie  is  passed.  The  age, 
cachexia,  pain,  expectoration  of  blood-streaked  mucus,  and 
involvement  of  other  organs  will  indicate  cancer. 

•  Prognosis* — Depends  on  the  cause.  It  is  unfiivorable 
in  aneurysm  and  cancer.  In  cicatricial  contraction  the  ob- 
struction may  be  overcome  for  an  indefinite  period. 

■  Treatment. — Aneurysm :  Prolonged  rest,  dry  diet, 
potassium  iodid ;  surgical  measures  (Moore-Corradi 
treatment,  see  p.  196).  Cicatricial  contraction:  Systematic 
dilatation  with  graduated  bougies.  Cancer:  In  the  early 
stage,  the  cautious  use  of  a  bougie  is  advisable.  In  ad- 
vanced cases  the  patient  may  be  fed  through  a  tube,  and 
when  this  is  no  longer  possible,  life  may  be  prolonged  for 
a  short  time  by  rectal  alimentation  or  by  feeding  through 
a  gastric  fistula. 
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ACUTE  GASTRITIS. 
(Acttte  Gastric  Catarrh.) 
Stiology. — It  may  result  from^ — (1)  The  ingestion  of 


^J indigestible  food,  of  partially  decomposed  food,  or  of  exces- 

^P  sivc  quantities  of  food;  (2)  from   the  ingestion   of  irritant 

poisons — alcohol,  strong  acids,    or  alkalis  ;   (3)  it  accom- 

■  panics  many  of  the  infectious  fevers. 
Pathology. — The  mucous  membrane  is  red,  swollen, 
and  covered  with  thick  mucus.  It  is  sometimes  the  seat  of 
ecchymosis.  The  microscopic  changes  consist  in  marked 
mucoid  degeneration  and  cloudy  swelling  of  the  epithehal 
cells,  and  the  infiltration  of  the  interstitial  tissues  with  round 
cells. 
^  In  toxic  gastritis  there  is  often  extensive  sloughing  of  the 
■  gastric  mucosa. 

^  SjmiptottlS. — The  symptoms  vary  much  in  degree.  In 
mild  cases  there  are  anorexia,  a  fcehng  of  discomfort  and 
fulness,  eructations,  nausea,  and,  perhaps,  vomiting.  The 
;ue  is  heavily  coated.     In  severe  cases  the  symptoms 
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are  more  marked,  particularly  the  nausea  and  vomiting. 
There  may  be  also  moderate  fever  (102^-103°  F.),  thirst, 
herpes,  distention  of  the  epigastrium,  local  tenderness,  and 
considerable  prostration.  The  vomitus  is  composed  at  first 
of  sour,  fermented  food  ;  later,  of  mucus  and  bile.  Jaundice 
may  follow  from  the  extension  of  the  catarrh  to  the  duode- 
num and  bile-ducts,  and  diarrhea  from  its  extension  to  the 
intestines. 

Toxic  gastritis  is  manifested  by  intense  burning  pain  in  the 
throat,  gullet,  and  stomachy  persistent  vomiting  of  food- 
remnants  mixed  with  blood  and  mucus,  marked  abdominal 
tenderness,  and  the  phenomena  of  collapse. 

Atrophy  of  the  mucosa  and  cicatricial  stenosis  of  the 
orifices  are  common  sequels  in  cases  that  do  not  prove  im- 
mediately fatal, 

Biagnosis.^ — It  may  resemble  the  onset  of  scarlet  fever, 
but  the  history  of  contagion,  the  "  strawbcrr}^  tongue,"  sore 
throat,  \Qvy  rapid  pulse,  and  eruption  will  lead  to  the  recog- 
nition of  the  latter. 

Prog^nosis. — Simple  acute  gastritis  runs  a  favorable 
course,  and  rarely  lasts  more  than  a  few  days. 

Treatment. — Absolute  rest  is  essential.  If  the  stomach 
has  not  been  completely  emptied,  an  emetic,  such  as  warm 
water  or  ipecac,  should  be  employed.  Locally,  a  mustard- 
plaster  or  a  turpentine  stupe  will  aid  in  relieving  distress. 
As  a  rulc^  no  food  should  be  given  by  the  mouth  until  the 
stomach  becomes  retentive.  Ice,  however,  may  be  allowed 
to  quench  the  thirst.  In  delicate  subjects  nutrient  enemata 
will  be  required.  If  there  is  con.stipation,  a  mercurial  laxa- 
tive may  be  given  with  advantage.  Such  a  combination  as 
the  following  usually  acts  favorably : 

R.     Ilydrar^Ti  chlori'ii  mitis *  fi*^- j 

Bismuthi  subtiitratis gr.  xx. — M, 

Fiant  chartulee  No.  vj, 

Sjg. — One  on  the  tongue  every  hour,  to  be  followed  by  a  SeidliU 
|K]wder,  If  necessary. 

Severe  pain,  nausea,  restlessness,  and  insomnia  are  best 
relieved  by. opium  suppositories.  Persistent  vomiting  may 
be  relieved  by  bismuth  subnitrate  (10  grains)  combined  with 
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creasote  (^  minim),  with  cocain  (|  grain),  or  with  hydro- 
cyanic acid,  as  in  the  following  formula: 

^,     Bismutlii  subnitratis ^iij 

Addi  liyilrucyatiici  cliluli T!\^  xxxij 

Aquie f3iv. — M. 

.StG. — Shake  well.     A  des^erUpooiiful  every  Ihrcc  hours. 

The  full  owing  combination  of  ipjccac  and  nux  vomica  is 
often  serviceable: 

U.     Tiiictura?  imcis  vomic;v 

Vini  ijwcacuanhjL*   .,.,....  ^  fjij. — M. 
SiG. — Two  drops  every  hour* 

er  the  lapse  of  twenty-four  or  thirty-six  hours  it  is 
generally  possible  to  give  bland  nourishment  by  the  mouth. 
Barley-water,  champagne  with  soda-water,  milk  and  Ume- 
watcr»  peptonized  milk,  and  light  broths  may  be  given  in 
small  quantities  at  frequent  intervals.  The  return  to  solid 
food  should  always  be  carried  out  very  gradually. 

The  treatment  of  toxic  gastritis  consists  in  the  immediate 
neutralization  of  the  poison  by  chemical  antidotes,  in  the 
evacuation  of  the  stomach  (except  in  the  late  stages  of 
poisoning  by  caustics)  by  the  stomach-pump  or  emetics, 
and  in  the  administration  of  demulcents  and  opium. 

^    CHRONIC  GASTRITIS. 
(Chronic  Gastric  Catarrh;  Catarrhal  Dyspepsia.) 

Btiology.' — It  may  be  excited^  1)  By  prolonged  irrita- 
tion of  the  stomach,  such  as  results  from  errors  in  diet 
(excesses  in  eating  and  drinking,  indigestible  food,  excessive, 
irregular  meals,  deficient  mastication,  etc)  or  from  the  ex- 
cessive use  of  alcohol,  tobacco,  condiments,  or  purgatives ; 
(2)  by  passive  congestion  the  result  of  chronic  heart  disease 
or  cirrhosis  of  the  liver  ;  (3)  by  chronic  diseases  that  disturb 
metabolism,  such  as  tuberculosis,  diabetes,  chronic  Bright's 
disease,  gout,  chlorosis,  etc. ;  (4)  by  chronic  diseases  of  the 
stomach  itself,  such  as  cancer,  ulcer,  gastrectasis.  etc. 

Pathology* — ^The  mucous  membrane  is  of  a  grayish  or 
slaty  color,  swollen,  and  covered  with  tenacious  mucus. 
The   veins   are    dilated,   and    there   may  be    ecchymoses. 
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Microscopically,  there  is  a  celloiar  infiltration  in  the  inter- 
stitial tissue.  The  glands  are  dilated,  elongated,  and  tortu- 
ous, and  their  epithelium  is  more  or  less  degenerated  and 
detached.  The  interglandular  proliferation  may  be  so  pro- 
nounced as  to  cause  great  thickening  of  the  mucous  mem- 
brane {kvpcrtrophic  gastnns\  or^  on  the  otlier  hand,  the 
new-formed  fibrous  tissue  may  contract  to  such  a  degree  as 
to  cause  extreme  thmning  of  the  coats  of  the  stomach  and 
atrophy  or  complete  destruction  of  tlie  glandular  elements 
{ti  trophic  ^^asfnhs). 

Symptoms*  —  The  sulfjcchve  symptoms  are  very  vari- 
able, and,  for  the  most  pait,  not  characteristic.  The  chief 
phenomena  are  furring  of  the  tongue,  fetor  of  the  breath, 
anorexia,  fulness  and  distress,  especially  at  the  height  of 
digestion,  belching,  eructations,  heartburn,  constipation, 
headache,  vertigo,  and  attacks  of  palpitation.  Nausea  and 
vomiting  are  not  uncommon.  The  latter  may  occur  before 
breakfast  or  at  the  height  of  digestion.  If  it  occurs  on 
rising  in  the  morning,  the  vomit  consists  of  tough  masses 
of  mucus;  if  it  occurs  after  meals,  the  vomit  is  composed 
of  undigested  food  remnants  intimately  mixed  with  more 
or  less  glaiiy  mucus.  The  entire  epigastrium  may  be  sen- 
sitive to  pressure. 

The  objective  symptoms  are  characteristic.  Examination 
of  the  stomach-contents  reveals  an  excessive  secretion  of 
mucus,  a  marked  reduction  in  the  secretion  of  HCl  '  and  of 
the  digestive  ferments,  and  imperfect  digestion  of  albumins. 
In  uncomplicated  cases  there  is  no  motor  insufficiency. 

Chronic  gastric  catarrh  rarely  terminates  in  atrophic  gas- 
tritis {achy a  a  gastrica),  the  most  important  symj>toms  of 
which  are  paroxysmal  pain,  more  or  less  persistent  vomit- 
ing, constipation  alternating  with  diarrhea,  pronounced 
emaciation  and  anemia,  and  absence  of  free  HCl  and  of 
digestive  ferments  from  the  stomach-contents  after  a  test- 
breakfast. 

Diagnosis. — Atony  of  tlie  Stomach.^In  simple  atony - 
fluids  excite  as  much  distress  as  solids,  vomiting  is  not  com- 
mon, the  secretion  of  mucus  is  not  increased,  the  secretion 

•  In  rare  inMaoces  ihe  sccrelion  of  HCl  is  increased. 
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of  HCI  is  not  usually  decreased,  and  considerable  quantities 
of  undigested  food  can  be  recovered  from  the  stomach 
seven  hours  after  a  test-meal. 

Hyper cMorhydria. — In  this  condition  the  general  health  is 
not  inijjaircd,  the  appetite  is  usually  good,  there  is  more  or 
less  severe  pain  shortly  after  eating,  albumins  and  alkalis 
relieve  the  pain,  and  excess  of  HCI  is  found  in  the  stomach- 
contents;  albumin-digestion  is  good,  starch-digestiun  is  re- 
tarded, and  there  is  no  excess  of  mucus. 

Nervous  Dyspepsia. — In  this  syndrome  the  severity  of  the 
symptoms  varies  considerably  from  day  to  day  according  to 
the  mental  state  of  the  patient,  and  is  not  materially  iJiflu- 
enced  by  the  quantity  or  the  quality  of  the  food;  the  gen- 
eral health  is  not  often  im|>aired,  the  nervous  symptoms  are 
very  prominent,  the  secretion  of  the  stomach  is  usually 
normal,  and  tliere  is  no  excess  of  mucus. 

Peptic  XJlcer. — The  severe,  localized  paroxysms  of  pain 
shortly  after  eating,  the  localized  tenderness,  hematemesis, 
and  hyperacidity  will  serve  tu  distinguish  ulcer  from  catarrh. 

Oaocer  of  the  Stomach.— The  histor)%  rapid  course,  ca- 
chexia, persistent  vomiting,  hematemesis,  palpable  tumor, 
signs  of  gastrectasis,  and  the  early  absence  of  free  HCI  from 
the  gastric  juice,  with  the  presence  of  large  quantities  of 
lactic  acid  and  of  the  Boas-Oppler  bacilli,  will  usually 
render  the  diagnosis  clear. 

Care  must  be  taken  to  determine  whether  the  catarrh  is 
primary  or  secondary  to  some  constitutional  or  visceral 
disease. 

Prognosis. — The  pirimar)'  forms  of  chronic  gastritis, 
when  not  too  far  advanced,  are  frequently  cured.  The 
prognosis  is  unfavorable  when  there  is  much  atrophy  of  the 
gastric  mucosa.  In  the  secondar)'  forms  the  prognosis  is 
dependent  on  that  of  the  primary  disease- 
Treatment. — The  cause  should  be  ascertained  and  re- 
moved if  possible.  Regularity  in  the  time  of  meals,  slow- 
ness in  eating,  and  thorough  mastication  of  food  must  be 
insisted  upon.  The  patient  should  be  cautioned  against 
overeating  and  the  taking  of  large  quantities  of  liquid,  espe- 
cially of  iced  water,  during  meals.     Overindulgence  in  alco- 
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hoi,  tobacco,  coffee,  and  tea  should  be  forbidden.  The  re- 
sumption of  mental  or  physical  work  immediately  after 
meals  should  also  be  avoided. 

A  mixed  diet  of  bland,  readil}^  digestible  food  is  required. 
It  may  usually  include  boiled,  baked,  or  grilled  beef  and 
mutton,  chicken,  sweetbread,  boiled  fisii,  oysters,  soft-boiled 
or  poached  eggs,  pulled  bread,  fresh  butter,  baked  potato, 
young  string-beans,  small  peas,  spinach,  hearts  of  celery, 
thoroughly  cooked  cereals,  calves'-foot  jelly,  and  junket. 
Tea,  coflfee,  and  cocoa  may  or  may  not  be  permissible. 

An  exckisive  milk  diet  acts  exceedingly  well  m  some 
cases.  Systematic  lavage  is  of  great  value  in  severe  cases, 
especially  when  there  is  excessive  secretion  of  mucus. 
When  lavage  cannot  be  tolerated,  the  stomach  may  be 
cleansed  by  a  glass  of  hot  alkaline  water  slowly  sipped  a 
half-hour  or  more  before  breakfast.  The  following  artificial 
Carlsbad  salt  may  be  used  as  the  alkali : 

B 


.Sudii  suljiliali.^ "^t. 

Sodii  bicarbonatis :^iv 

Sijdii  chloridi .    ,    .  *!^ij.— M. 

Src. — A    leaspoonful    in   a  glass  of  hot  water  an   hour   before 
breakfast. 


P  In  mild  cases  the  administration  of  a  bitter — ^calumba, 
gentian,  mix  vomica — some  lime  before  meals  often  proves 
efficacious.  In  many  cases  an  alkali  may  be  added  with 
advantage  to  the  bitter,  as  in  the  following  formula: 

B-     Sodti  bicarbonatis 2iss 

I nfusi  gentian jc  compositi ^5^]. — M. 

SlG. — A  tablespoonful  before  meals. 

When  the  stomach  is  highly  sensitive,  silver  nitrate  will 
be  found  a  valuable  remedy.  It  may  be  given  in  pill  form 
in  combination  with  hyoscyamus,  as  in  the  following 
formula ; 

B'     ArRenll  niLralis Ui    vj 

Extracti  hyoscyami .    .  gr,  x. — M. 

Fiani  pilulu"  No.  x%. 

SiG. — One  pill  a  half-hour  before  meals. 

Bismuth  subnitrate  is  also  of  service  in  such  cases. 
Diluted  hydrochloric  acid  is  sometimes  serviceable  in  re- 
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H  placing^  the  natural  acid  of  the  gastric  juice.  In  many 
cases,  however,  better  results  are  secured  from  the  admiuis- 

\^-  tration,  during  meals,  of  pancreatin  with  sodium  bicarbonate. 

^p  Flatulence  and  fermentation  may  be  controlled  by  such 

^^  antiseptics  as  bismuth  salicylate,  creasote,  bismuth-beta- 
naphthol,  etc.     Tlic  following  combination  is  often  of  value. 


B.     Crea*otJ 

Bi'SmuthlKrta-iiaphlbul 
Fulvcris  iitiyilicn^    .    . 

Pune  ill  cap&ulas  No.  vx. 

Siu, — (.)nc  after  tncals. 


tjr.  c 


lar  as  possible,  constipation  should  be  overcome  by 
regulation  of  diet,  systematic  exercise,  and  the  use  of 
enemas  or  suppositories. 

Change  of  sccne»  a  sunny  climate,  good  hours,  and  free- 
dom from  business  worry  and  household  cares  often  prove 
more  beneficial  than  any  other  measure  employed. 

ATONY  OF  THE  STOMACH. 
(Motor  Insufficiency;  Myasthenia  Gasthca.) 

Definition. — Atony  of  the  stomach  consists  in  relaxa* 
tion  of  the  muscular  coat  of  the  stomacli  and  insufficiency 
of  its  propulsive  powers.     It  frequently  leads  to  gastrectasis. 

Etiology.^ — ^Motor  insufficiency  is  of  common  occur- 
rence. It  may  be  congenital ;  it  may  be  caused  by  intem- 
perance in  eating  and  drinking  ;  it  may  follow  acute  infec- 
tions ;  it  may  occur  in  the  course  of  chronic  diseases 
attended  by  malnutrition ;  it  may  appear  acutely  after 
traumatism  or  intense  emotional  excitement ;  it  may  be  a 
complication  in  other  diseases  of  the  stomach,  especially  in 
gastroptosis,  chronic  gastritis,  nervous  dyspepsia,  and  hyper* 
secretion, 

S3miptoniS. — In  simple  atony  the  chief  symptoms  are 
a  feeling  of  fulness  and  discomfort  after  meals,  especially  if 
the  latter  have  been  large,  and  frequent  belching  of  gas. 
The  severity  of  the  symptoms  often  bears  a  definite  relation 
to  the  quantity  of  food  taken.  Fluids  are  as  likely  to  excite 
distress  as  sohds.    As  a  rule,  there  is  neither  vomiting  nor 
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pain.  The  appetite  is  usually  g^ood,  the  general  health  is 
not  seriously  afifected,  and  the  symptoms  entirely  abate  upon 
the  evacuation  of  the  stomach.  There  are  no  signs  of  gas- 
trectasis.  When  the  intestines  are  similarly  affected,  there 
may  be  marked  nervous  symptoms — headache,  vertigo,  and 
paresthesia — and  considerable  disturbance  of  nutrition. 

The  diagnosis  is  rendered  certain  by  the  recovery  of  a 
considerable  quantity  of  undigested  food  from  the  stomach 
seven  hours  after  the  ingestion  of  the  Riegel  test-meat. 

PrognosiS.^ — Favorable,  if  the  cause  can  be  removed. 

Treattnent.^ — The  first  indication  is  to  remove  the  cause. 
The  food  should  be  readily  digestible,  small  in  bulk,  finely 
divided,  and  nutritious.  Fluids,  except  m  moderate  quan- 
tities, and  coarse  vegetables  are  to  be  avoided  The  diet  may 
include  tender  meats,  eggs,  oysters,  boiled  fish,  well-cooked 
cereals,  steamed  rice,  stale  bread,  fresh  butter,  baked  pota- 
toes, tender  spinach,  string-beans,  and  asparagus-tips.  It  is 
rarely  necessary  to  increase  the  number  of  meals.  Rest  for 
at  least  an  hour  after  larye  meals  is  to  be  urged.  Exercise 
in  the  open  air  and  frequent  tepid  baths  are  general  meas- 
ures of  value.  Lavage  is  unnecessary'  unless  tliere  are 
gastrectasis  and  fermentation. 

General  tonics,  especially^  iron,  are  often  needed.  The 
most  useful  direct  remedies  arc  the  bitters  (quassia,  gentian, 
and  ealumba),  particularly  the  tincture  of  nux  vomica, 
which  may  be  given  in  doses  of  from  5  to  10  minims,  grad- 
ually increased,  before  meals.  Alkalis  are  indicated  when 
there  is  hypersecretion.  Antifermentatives — bismuth  sali- 
cylate, beta-naphthol-bisnnith,  salol,  and  creasote — are  use- 
ful in  reducing  flatulence. 

Constipation  is  best  relieved  by  diet,  abdominal  massage^ 
and  enemas. 
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NERVOUS  DYSPEPSIA. 

(Neurasthenia  Qastrica.) 

Definition.^ — The  cltaracteristtc  feature  of  this  syndrome 
is  pronounced  discomfort  during  the  period  of  digestion, 
out  of  all  proportion  to  the  disturbances  of  gastric  secre- 
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tion  or  motility.  The  source  of  the  discomfort  appears  to 
be  an  excessive  irritability  of  the  nerves  of  the  stomach. 

Etiology. — Ncrvou-s  dyspepsia  usually  occurs  in  those 
of  a  distinctly  nervous  temperament,  and  mental  overexer- 
tion, worry,  and  excesses  are  potent  etiologic  factors.  It  is 
frequently  associated  with  neurasthenia  and  hysteria.  It 
may  be  due  to  reflex  irritation  from  otlier  organs. 

Symptoms. — The  tongue  is  often  clean.  The  appetite  is 
very  variable— at  one  time  it  is  lost,  at  another  it  is  inordinate, 
at  another  it  is  perverted,  the  patient  cravinj^'  unnatural  food. 
Pain  during  the  period  of  digestion  is  a  prominejJt  symptojn. 
It  varies  in  intensity  from  a  feeling  of  discomfort  to  the  most 
violent  distress.  There  is  rarely  tenderness,  but  the  skin 
over  the  stomach  is  often  abnormally  sensitive. 

Belching  is  cummon.  Vomiting  is  not  frequent.  Exag- 
gerated peristaltic  movements  attended  with  gurgling  sounds 
(peristaltic  unrest)  may  be  perceptible  to  the  patient.  Ner- 
vous phenomena^headache,  vertigo,  disturbed  sleep,  hypo- 
chondriasis, lassitude,  and  palpitation^ — are  conspicuous. 

Gastric  acidity  is  usually  normal,  but  there  may  be  sub- 
acidity  or  hyperacidity.  In  the  majority  of  cases  gastric 
motility  is  not  affected,  the  viscus  emptying  itself  within  the 
normal  period. 

The  symptoms  are  usually  confined  to  the  period  of 
digestion  ;  they  are  out  of  proportion  to  the  disturbance  of 
the  digestive  functions  ;  they  vary  greatly  from  day  to  day, 
according  to  the  mood  of  tlie  patient ;  and  they  are  not 
materially  influenced  by  the  quality  or  the  quantity  of  the 
food, 

Progtiosis. — Good,  when  the  cause  can  be  removed. 

Treatment. — The  treatment  is  largely  that  of  neur- 
asthenia. The  avoidance  of  excitement  and  of  excessive 
mental  work  must  be  enjoined.  An  extended  voyage  may 
effect  a  cure.  In  brain-workers  systematic  exercise  in  the 
open  air  and  frequent  bathing,  followed  by  friction  of  the 
skin,  often  prove  very  efficacious.  On  the  other  hand,  the 
exhausted  and  anemic  may  demand  the  '*  rest-cure."  The 
diet  should  be  bland  and  readily  digestible.  In  many  cases 
milk  is  an   appropriate  food.     Tonics,  like  iron  and  arsenic, 
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are  often  indicated.  Short  courses  of  an  unirritating  bromid, 
like  that  of  strontium,  sometimes  do  good.  The  following 
combination  of  antispasmodics  is  useful  in  certain  cases : 

H ,     Ziiici  vakratis gn  xxx 

Exhacti  sitnihul gt.  xx 

Arseni  trioxidi ?J'  \ 

Kxtracli  gentianar     .    .        i^r.  x. — M. 

Fiajil  piltila;  No.  xx. 

Sin. — iJijc-  pill  .ifter  each  meal. 

HYPERCHLORHYDRIA. 

{ Superacidity ;  Hyperacidity, ) 

Definitioil.^ — These    terms   are    used    to    designate 
abnormal    increase   in   the  secretion  of  hydrocliloric  acid 
durin|T  the  digestive  act. 

Etiology .^Th is  anomaly  of  secretion  is  most  frequently 
seen  in  neuropathic  subjects  between  the  ag;es  of  fifteen  and 
forty.  Mental  overexertion,  the  excessive  use  of  tobacco, 
overindulgence  in  condiments,  and  insufficient  mastication 
are  important  predisposing^  factors.  It  is  a  conunon  com- 
piication  in  chlorosis,  in  gastric  ulcer,  and  in  cholelithiasis. 

SytUptoms* — TIk*  sym|>toms  do  not  a(>pear  immetliately 
after  eating,  but  at  the  acme  of  digestion,  and  include  sen- 
sory irritation,  varyiii^^  in  degree  from  slight  discomfort  to 
agonizing  pain,  with  acid  eructations,  heartburn,  thirst,  dif- 
fuse tenderness  over  the  stomach,  and  occasionally  vomit- 
ing. These  symptoms  are  relieved  by  eating  small  quan- 
tities of  albuminous  food  and  by  the  ingestion  of  alkalis,  and 
disappear  spontaneously  upun  evacuation  of  the  stomach* 
They  may  be  continuous  or  periodic 

The  stomach-contents  obtained  after  a  test-breakfast  are 
excessively  rich  in  hydrochloric  acid,  both  free  and  com- 
bined. Albumin  digestion  is  rapid.  The  resting  stomach 
is  empty.     There  is  no  motor  insufticiency. 

Prognosis, —  In  the  absence  uf  cnmpHcations  the  prog- 
nosis is  fa\'orable. 

Treatment.^ — The  cause  should  be  ascertained  and  re- 
moved, if  possible;  thorough  mastication  is  Imperative. 
The  diet  should  be  unirritating,  and  composed  largely  of 
albuminoid  foods.     Coarse  substances,  vinegar,  spices,  con- 
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diments,  coffee,  and  alcohol  should  be  avoided.  A  moder- 
ate amount  of  water  or  weak  tea  at  meals  is  desirable. 
Fats,  in  the  form  of  cream  and  butter,  are  usually  well 
borne.  Starchy  foods  should  be  used  sparingly  and  only 
when  thoroughly  cooked.  It  is  sometimes  desirable  to 
increase  the  number  of  meals. 

Alkalis,  in  the  form  of  sodium  bicarbonate  or  magnesia, 
administered  at  the  heii^dit  of  digestion,  relieves  the  symp- 
toms. Silver  nitrate  (\  i^rain)  with  extract  of  belladonna  (J 
grain)  thrice  daily,  on  an  empty  stomach,  is  useful  Silver 
nitrate  (i  :  2000  to  I  :  1000)  may  also  be  ^iven  as  a  stomach- 
douche  with  advantage.  As  there  is  often  marked  hyper- 
esthesia of  the  gastric  mucosa  in  these  cases,  sedatives,  like 
bromids,  valerates,  and  sunibut,  are  sometimes  of  service. 

GASTROSUCCORRHEA. 

(Reiclmiann's  Disease.) 

Definition* — This  is  a  functional  condition  characterized 
by  the  SLcretion  of  large  quantities  of  gastric  juice,  even 
when  the  stomach  is  empt>'.  It  is  often  associated  with 
hyperchlnrhydria.  Two  fomis  have  been  recognized — (l) 
the  continuous  and  (2)  the  intermittent. 

Stiolog^y. — The  causes  of  gastrosuccorrhea  are  the  same 
as  those  which  excite  hyperchlnrhydria. 

Symptoms. — In  the  continuous  form  the  symptoms 
appear  regularly,  but  with  varying  intensity,  and  consist  in 
more  or  less  severe  pain,  both  at  the  acme  of  digestion  and 
in  the  night ;  vomiting  of  large  quantities  of  yellowish,  acid 
fluid,  even  when  the  ingesta  are  no  longer  in  the  stomach ; 
marked  thirst;  acid  eructations;  and  headache,  sometimes 
of  a  migrainous  t\'pe.  The  ingestion  of  a  small  quantity  of 
albuminous  food  usually  relieves  the  pain.  Albumin  diges- 
tion is  good,  but  starch  digestion  is  retarded.  The  diag- 
nosis is  rendered  certain  by  the  finding  of  from  50  c.c.  to 
500  c.c.  or  more  of  gastric  juice,  u^ithoitt  mtv  admixture  0/ 
fooii,  in  the  stomach  before  breakfast,  particularly  if  lavage 
has  been  practised  the  niL;ht  before 

Complications. — Gastrectasis  may  result  from  imperfect 
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digestion  of  starches  or  from  spasm  of  the  pylorus  excited 
by  excessive  acidity.  Ulcer  may  coexist  In  rare  instances 
tetany  develops. 

Diagnosis. — In  hyperchhrhydria  the  resting  stomach  is 
empty  and  pain  does  not  occur  at  night.  Care  must  be 
taken  to  exclude  locomotor  ataxia^  of  which  intermittent 
gastrosuccorrhea  may  be  an  early  symptom. 

Prognosis.  —  Guardedly  favorable  in  uncomplicated 
cases,      Rchipses  are   common. 

Treatment. — This  is  much  the  same  as  that  for  hyper- 
ch!orhydria.  The  painful  attacks  may  be  relieved  by  the 
administration  of  alkalis,  or,  better,  by  thorougii  lavage. 
Belladonna  appears  to  possess  some  power  to  reduce  gastric 
secretion. 


GASTRALGIA- 

(Gastrodyiua;  Neuralgia  of  the  Stomach.) 

Definition* — Violent  paroxysmal  gastric  pain,  occurring 
independently  of  any  organic  disease  of  the  stomach  and  of 
any  disturbances  of  secretion  or  motility. 

Etiology. — It  is  more  common  in  women  than  in  men, 
Ovcr\vr»rk,  worry,  sexual  excesses,  abuse  of  tobacco,  reflex 
irritation,  and  anemia  predispose  to  it.  It  may  be  a  symp- 
tom ^'i^  neiinisthenia. 

Symptoms. — The  characteristic  features  are  paroxysms 
of  intense  pain,  occurring  suddenly  at  irregular  intervals, 
radiating  to  the  chest  and  back,  bearing  no  definite  relation 
to  eating,  and  lasting  from  a  few  minutes  to  several  hours. 
Vomiting  is  rare.  Pressure  over  the  stomach  may  relieve 
the  pain,  and  so  may  the  taking  of  food. 

Diagnosis. — Idiopathic  gastralgia  must  be  separated 
from  llie  paroxysmal  pnin  that  occurs  in  gastric  ulcer,  gas- 
tric cancer,  hyperchlorhydria,  locomotor  ataxia,  angina  jjec- 
toris,  and  in  rennl  and  bitiar)''  colic. 

Gastric  Ulcer. — Pain  is  excited  by  food  and  digestion,  dis- 
appears upoji  evacuatitin  of  the  stomach,  is  associated  with 
hyperacidity,  and  often  with  vomiting,  hematemesis,  and 
local  tenderness. 
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Gastric  Cancer. — The  pain  is  usually  more  or  less  con- 
tinuous, and  is  aggravalcd  by  cligestion.  There  may  be 
persistent  vomitings  hematemesis,  caclicxia,  inacidtly  with 
lactic-acid  fcniicntatioii,  and  a  paljjable  tumor. 

Hyperchiorhydiia. — The  pain  is  digcstivx\  and  is  reh'eved 
by  alkalis  and  by  albuminous  food.  Examination  of  the 
stomach-contents  reveals  excess  of  MCL 

Crises  of  Tabes. — Unsteadiness  of  trait  and  of  station, 
Argyll- Robertson  pupil,  shooting  pains  in  the  hmbs,  abnor- 
malities of  sensation,  and  abolition  of  deep  reflexes  will  indi- 
cate locomotor  ataxia. 

Angina  Pectoris. — The  pain  radiates  from  the  heart  to  the 
neck  and  arm.  is  tVequcntly  excited  by  exertion  or  indiscre* 
tions  in  diet,  is  generally  of  shurt  duration,  is  often  attended 
with  immobility  of  the  body  and  a  feeling  of  imminent  dis- 

iution,  and  is  usually  associated  with  the  signs  of  arterio- 

lerosis. 

Benal  Colic. — The  pain  radiates  from  the  kidney  into  the 
ureter  of  the  affected  side,  and  concretions  or  blood  may  be 
found  in  the  urine. 

Biliary  Colic. — The  pain  is  usually  in  the  right  hypochon- 
driac regiun,  and  is  often  accompanied  by  chill,  fever,  and 
jaundice.  The  liver  and  gall-bladder  may  be  enlarged  and 
tender 

Prognosis. — Favorable  in  uncomplicated  cases. 

Treatment. —  T/u  Attack. — Hot  applications  are  useful. 
Galvanization  (the  anode  over  the  stomach  and  the  cathode 
near  the  spinal  column)  often  affords  prompt  relief  The 
most  generally  efficacious  remedies  are  antipyrin  (8  grains), 
brandy  (i  to  2  fliiidrams),  aromatic  spirit  of  ammonia 
(^  fluidram),  chloroform  (2  to  5  minims),  and  diluted  hydro- 
cyanic acid  (2  minims).  These  remedies  are  most  efficacious 
when  given  in  hot  water.  Such  a  combination  as  the  fol- 
lowing is  frequently  successful : 


S]  t  pilUci 

Tinctune  cinjamomi  comjvosiire  Afl  f55v,^->M. 

SiG. — A  tcasjpoonfuJ  in  hot  water  every  fiftcco  or  thirty  minutes. 
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In  very  severe  cases  it  will  be  necessary  to  resort  to 
morphin. 

The  InitT^Hii, — The  cause  must  be  ascertained,  and,  if  pos- 
sible, removed.  The  habits  of  the  patient  most  be  conx-cted. 
Methods  of  treatment  intended  to  improve  the  general 
nutrition  arc  of  the  greatest  value.  When  there  is  anemia, 
iron  wili  be  found  very  useful  Among  special  remedies 
arsenic,  valerianates,  sumbul,  quinin,  and  cannabis  iiidica  are 
available,  The  f<illowing  combination  uften  proves  efBca 
cious : 

li .     Arscni  trmxjtJi  ,    ,    .    .    ^ gT-  | 

Quiinna."  v«ileralis     ......,,      gr.  xx% 

Fe  rr  i  py  ro plu  ^s  \A\aK  is^ 

Exiracii  sumbul aa  gr.  xx. — M 

Fiant  in  [jilula*  No,  xx. 

%\Q. — <Jiie  pill  aficr  each  meal. 

In  some  cases  a  complete  change  of  scene  or  enforced 
rest  in  bed  for  a  given  period  is  the  only  means  of  effecting 
a  cure. 
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PEPTIC  ULCER. 
(Roimd  Ulcer  of  tlie  StomacEi;    Perforating  Ulcer.) 

Definition. — A  circumscribed  loss  of  tissue  in  the 
stomach,  usually  involving  both  the  mucous  membrane 
and  the  deeper  structures,  and  characterized  clinically  by 
paroxysmal  pain,  localized  tenderness,  vomiting,  hemat- 
emesis,  and  hyperacidity  of  the  gastric  juice. 

Similar  lesions  occur  in  the  duodenum  and  in  tlie  lower 
end  of  the  esophagus. 

Etiology. — It  is  more  common  in  women  than  in  men. 
The  majority  of  cases  occur  between  the  ages  of  twenty 
and  forty.  Chlorosis  and  anemia  are  important  predisposing 
factors. 

Duodenal  ulcer  not  infrequently  follows  large  superficial 
burns. 

PatllO^enesis. — It  is  generally  admitted  that  these  ulcers 
are  due  to  the  digestive  action  of  highly  acid  gastric  juice 
upon  a  part  of  the  stomach  that  has  been  devitalized  in 
c       -"'ence  of  embolism  or  thrombosis  with   infarction. 
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Spasm  of  the  blood-vessels,  disease  of  the  vessel-walls,  or 
external  injury* 

Pathology, — As  a  rule,  tlie  ulcers  are  single,  but  they 
may  be  multiple.  The  most  frequent  seat  is  the  posterior 
wall,  in  the  lesser  curvature,  near  the  pylorus.  They  have 
a  punched-out  appearance,  are  round  or  oval  in  outline,  and, 
if  recent,  are  funnel-shaped,  with  the  apex  toward  the 
serous  coat.  The  edges  are  usual iy  smooth,  rarely  ragged. 
Tliey  vary  in  diameter  from  a  few  millimeters  to  several 
centimeters,  and  may  extend  to  the  muscularis  or  even  to 
the  serosa. 

Symptoms. — Symptoms  of  indigestion  are  generally 
present     The  characteristic  symptoms  are : 

1.  Paht. — ^This  is  usually  paroxysmal,  severe,  and  local- 
ized. It  may  radiate  to  the  back  or  side.s.  It  is  closely 
associated  with  eating,  reaches  its  acme  at  the  height  of 
digestion,  is  aggravated  by  coarse,  very  hot,  acid  and  spicy 
foods,  is  often  affected  by  certain  positions  of  the  body,  is 
arrested  by  vomiting,  and  subsides  spontaneously  upon  the 
natural  evacuation  of  the  stomach, 

2.  Localhcd  Tenderness. — Two  small  areas  of  tenderness 
can  often  be  elicited,  one  in  front  below  the  ensiform  car- 
tilage, and  one  behind,  in  the  dorsal  region,  a  little  to  the 
left  of  the  spine. 

3.  Vomiting. — This  frequently  occurs  in  from  one-half  to 
two  hours  after  eating.  The  vomit  usually  consists  of  undi- 
gested food  and  acid  fluid. 

4.  Hematemesis, — This  occurs  in  at  least  one-half  of  all 
cases.  It  proves  fatal  in  about  3  per  cent  of  the  cases  of 
ulcer.  The  blood  is  generally  fluid  and  unaltered,  but  if 
retained  in  the  stomach  for  some  time,  it  may  have  a  coffee- 
ground  appearance.  Occasionally  the  blood  is  discharged 
entirely  by  the  bowel. 

5.  Hyperacidity. — An  increase  of  H  CI  is  almost  invariably 
noted  after  a  test-meal. 

In  some  cases  only  the  symptoms  of  dyspepsia  are  pres- 
ent, while  \x\  others  all  symptoms  are  absent,  the  disease 
passing  unrecognized  until  sudden  perforation  or  profuse 
hemorrhage  occurs. 
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Sequels. — (i)  FcrfuratioJi.  This  occurs  most  frequently 
in  ulcers  on  the  .interior  wall  and  in  about  6  per  cent. 
of  all  cases.  (2)  General  or  circumscribed  peritonitis.  Gen- 
eral peritonitis  is  usually  the  result  of  perforation ;  cir- 
cumscribed productive  peritonitis  is  a  conservative  process 
and  results  from  the  direct  extension  of  the  inflammatory 
process  through  the  stomach-walls.  (3)  Subphrenic  abscess. 
This  is  usually  the  result  of  perforation  after  the  formation 
of  adhesions.  (4)  Stenosis  of  the  pylorus,  stenosis  of  the 
cardia,  or  hour-glass  constriction  of  the  stomach  may  result 
from  the  contraction  of  cicatrices.  {5)  Cancer  not  infre- 
quently develops  on  the  basis  of  an  old  ulcer. 

Biagtiosis. — Hypercltiorhytiria, — In  this  condition  the 
pain  does  not  occur  so  regularly  nor  so  soon  after  eating; 
it  is  not  modified  by  position ^  but  is  often  completely  re- 
lieved by  eatinrj  albuminous  food.  Hematemesis  is  absent 
and  there  are  no  tender  spots. 

Gastralgia, — In  this  affection  the  pain  occurs  at  irregular 
intervals,  is  not  dependent  upon  eatinj^^  (often  occurring 
when  the  stomach  is  empty),  is  relieved  by  pressure,  and  is 
not  associated  with  tender  spots,  hematemesis,  or  hyper- 
acidity. 

Cancer  of  the  Stomach. — The  history'",  rapid  course,  ad- 
vanced cachexia,  palpable  tumor,  vomiting  of  large  quan- 
tities of  undigested  food  at  long  and  irregular  intervals, 
coffee-ground  vomit,  abundance  of  lactic  acid  with  Boas- 
Oppjer  bacilli,  and  the  absence  of  free  hydrochloric  acid 
will  point  to  cancer. 

Duodena!  Ulcer. — In  this  disease  the  pain  is  further  to  the 
right  and  occurs  later  after  the  meals,  the  blood  is  usually 
evacuated  through  the  bowel,  and  there  is  no  vomiting. 

Cholelithiasis, — In  this  condition  the  pains  appear  more 
suddenly,  occur  at  more  irregular  intervals,  and  often  inde- 
pendently of  eating,  usually  radiate  toward  the  right  shoul- 
der, and  are  often  associated  with  swelling  and  tenderness 
of  the  liver,  enlargement  of  the  gall-bladder,  and  slight 
jaundice. 

Prognosis. — Guardedly  favorable  in  recent  cases.  The 
mortality  in  all  cases  is  from  8  to  10  per  cent.     Some  ulcers 
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run  a  rapid  course  and  end  fatally  in  hemorrhage  or  perfora- 
tion ;  others,  even  without  treatment,  persist  for  many  years. 
Relapses  are  not  uncommon. 

Treatment. — Rest  and  appropriate  diet  are  the  most 
important  factors  in  the  treatment.  The  rest  should  be 
kept  up  for  from  six  to  twelve  weeks,  and  for  the  first 
two  or  three  weeks  of  this  period  the  patient  should  be 
confined  to  bed.  If  hemorrhage  has  recently  occurred  er 
if  vomiting  be  urgent,  it  is  advisable  to  withhold  all  fr»od 
from  the  stomach  for  a  few  days  and  to  nourish  tlic  patient 
by  means  of  nutritive  enemas. 

After  the  pain  and  vomiting  have  sensibly  abated^  feeding 
by  the  mouth  should  be  resumed.  The  diet  should  con- 
sist of  milk,  buttermilk,  beef-juice,  animal  broths,  egg- 
white,  and  thin  pap.  As  soon  as  the  gastric  symptoms 
have  comj>lctcly  disappeared,  which  will  rarely  be  before 
the  lapse  of  three  or  four  wrecks,  the  j>atient  may  be  allowed 
such  articles  as  soft-boiled  eggs,  scraped  beef,  boiled  sweet- 
breads, the  tender  part  of  oysters,  white  meat  of  chicken, 
well-made  gruel,  and  custard  pudding. 

The  most  useful  drugs  are  alkalis,  silver  nitrate,  and  bis- 
muth subnitreite.  The  alkalis  arc  useful  in  overcoming  the 
superacidity  of  the  gastric  juice.  Sodium  bicarbonate  is 
one  of  the  best;  it  may  be  combined  with  maj^nesia  or 
chalk,  according  as  there  is  constipation  or  diarrhea.  Arti- 
ficial Carlsbad  salt  (see  p.  44)  is  an  excellent  alkaline  lax- 
ative ;  of  this,  a  teaspoonful  or  more  may  be  given  in  a  half 
pint  of  hot  water  in  the  early  morning.  Silver  nitrate  and 
bismuth  subnitrate  are  valuable  remedies  and  may  be  used 
alternately,  each  for  a  fjcriod  of  a  week  or  ten  days.  They 
may  be  prescribed  as  follows : 

B.    Argentl  nitmtis 

Exlracti  b€)la«1or>n*f!    .  .  JUI  gr.  17.— M. 

Fianl  pilulx  No.  xx. 
SiG. — (Jnc  pill  half  an  hour  before  mcak. 

B .    Btsmuthi  subnitnitts .   ^yi\ 

Acidi  hydrocyanic  I  diluti  ttlxxiv 

Aqu.t? ^^'j' — M- 

Sic— .\  tablespoonfuJ  three  or  four  Itinois  half  tu  hour  before 
mcaU. 
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Pain  and  vomiting  usually  yield  to  complete  rest,  rectal 
feeding,  and  the  administration  of  silver  nitrate  or  bismuth 
subnitrate.  In  some  cases  it  may  be  necessary  to  use  mor- 
phin  hypodcrmicaily.  Externally^  stupes  or  sinapisms  arc 
sometimes  useful.  The  treatment  of  hematemesis  is  con- 
sidered on  page  63. 

Sm-gical  Treatment. — In  all  cases  of  perforation  an  opera- 
tion should  be  done  at  the  earliest  possible  moment.  When 
life  is  threatened  by  repeated  iiemorrhage,  operation  in  the 
interval  between  the  attacks  offers  tJie  best  method  of  relief. 
Again,  an  operation  (gastro-entcrostomy,  pyloroplasty,  or 
partial  gastrectomy)  siiould  be  considered  if  the  disease 
does  not  yield  to  medical  treatment  and  the  life  of  the 
patient  is  endangered  by  malnutrition. 

.    CANCER  OF  THE  STOMACH, 

Etiology. — Sei. — Cancer  of  the  stomach  is  somewhat 
more  common  in  men  than  in  women. 

Age. — The  majority  of  cases  occur  between  the  ages  of 
forty  and  sixty.     It  is  rare  before  thirty. 

Heredity. — About  8  i>er  cent  of  the  cases  appear  to  be 
hereditary. 

Prolonged  Irritation.— Cancer  sometimes  develops  on  the 
basis  of  an  old  ulcer 

Pathology, ^Cancer  of  the  stomach  is  almost  always 
primar>^  The  pylorus  is  the  part  most  frequently  attacked. 
After  the  pylorus  the  points  of  predilection  are  the  lesser 
curvature  and  cardia.  The  following  varieties  arc  encoun- 
tered :  Scirrhus  or  hard  cancer,  medullary  or  soft  cancer^ 
adenocarcinoma  (cyltndrfc-celled  epithelioma),  colloid  can- 
cer, and  squamous-celled  epithelipma.  Ulceration  is  rare 
in  scirrhus,  but  common  in  medullary  cancer  and  adeno- 
carcin6ma.  Colloid  cancer  appears  most  commonly  as  a 
diffuse  infiltration  of  the  stomach-wall  Squamous-celled 
cancer  is  rare,  and  occurs  only  at  the  cardia. 

Owing  to  stenosis  of  the  pylorns  tlie  stomach  ts  usually 
dilated.  Stagjnation  of  the  stomach  contents  and  the  ab- 
sence of  hydrochloric-acid  secretion  favor  the  development 
of  lactic-acid  fermentation. 
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Symptoms, — S)'mptoras  of  dyspepsia  are  generally 
presenL     The  characteristic  pbenometia  are : 

1.  Pain. — This  is  rarely  intense ;  tJiough  aggravated  by 
eating,  it  b  olten  more  or  less  continuous.  It  may  radiate 
to  the  back. 

2,  Vamiting, — ^This  is  veiy  common.  When  the  pylorus 
is  obstructed,  the  vomiting  is  persistent  and  occurs  long 
after  eating,  sometimes  at  intervals  of  several  days.  The 
vomit  is  frequently  large  in  amount,  and  is  composed  chicBy 
of  undigested  food  and  turbid  fluid.  It  very  rarely  coo- 
tains  sarcauCt  but  long,  tii read- like  bacilli  {^Batts-OppUr 
badilij  are  akoost  constantly  present  and  possess  some 
dv^oostk  significance. 

I.  HemaUnusis. — h&  the  bleeding  as  sligbt  aiKl  the  blood 
remains  for  some  time  in  the  stomachy  the  voout  in  many 
cases  acquires  a  cofle^-ground  appeaiancc. 

4.  Cmckfxia, — The  aitcmia,  weakness,  and  cmadatioa  are 
olten  dimopofftiooatc  to  the  loss  of  nomiduncpL 

5.  Palfailt  Turner. — ^A  movable,  tender  mass  can  be  de- 
tected sooner  or  later  in  a  brge  proportioo  of  all  cases. 

6.  Absnue  of  HO  wuk  uutk-^tid  Frrmcniaupm. — The 
absence  of  foe  WCX  and  the  {jrcscnoe  of  large  qiiaatilics  of 
lactic  add,  while  notpecnttar  to  eatyoa,  are  sUnogJIf 
tiveof  the 

In  additionfo  thoc  fiateics  the  simnlonw  OMid  densflf 
gastrectojfis  is^ 
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Treatment. — In  the  early  stages  of  the  disease,  when 
the  pylorus  is  still  patulous,  a  mixed  diet  of  readily  digested 
food  is  often  well  borne.  Liitcr,  when  there  is  retention, 
food  should  be  selected  that  will  make  small  demands  on 
the  stomach  and  that  will  leave  little  residue.  Bitters — 
caluniba,  gentian,  condurango — are  sometimes  employed 
with  advantage.  In  many  cases,  but  by  no  means  invaria- 
bly, hydrochloric  acid  and  pepsin  are  useful.  Lavage 
affords  the  best  means  of  relieving  the  distressing  symptoms 
resulting  from  retention.  Vomiting  not  dependent  upon 
retention  may  be  treated  with  such  remedies  as  carbonated 
water,  hydrocyanic  acid,  creasote,  cerium  oxalate,  and  bis- 
muth subnitrate.  In  obstinate  cases  rectal  fcedtng  may  be 
required  for  a  time.  Acid  eructations  and  flatulency  arc 
sometimes  relieved  by  antacids  and  internal  antiseptics,  but 
generally  lavage  is  much  more  effective.  Pain  will  require 
opium,  sedatives  like  hydrocyanic  acid  or  chloroform,  and 
hot  applications. 

Early  operative  interference  may  prolong  life  for  several 
months  or  several  years. 


DILATATION  OF  THE  STOMACH. 

(dastrectasls.) 

Etiology. — Gastrectasis  may  result  from — ^(l)  Atony  of 
the  stomach-walls  (see  p,  45);  (2)  from  stenosis  of  the 
pylorus. 

Stenosis  of  the  pyioms  may  be  caused  by — {a)  Congenital 
stricture ;  f^)  carcinoma  of  the  pylorus  ;  (r)  cicatrix  from 
ulcer;  Ui)  hypertrophy  of  the  pylorus  from  gastric  catarrh 
or  frequent  spasm  excited  by  h\'pcrsecretion  ;  (c)  pressure 
from  without,  as  by  tumors,  adhesions,  floating  kithiey,  etc. 

Pathology. — All  degrees  of  dilatation  are  encountered. 
The  most  severe  forms  are  usually  the  result  of  pyloric 
stenosis.  In  atonic  dilatation  the  stomach-walls  art:  thin 
and  atrophic ;  in  dilatation  from  obstruction  there  may  be 
marked  muscular  hypertrophy  at  the  pyloric  end. 

Symptoms* — These  vary  with  the  cause  and  the  degree 
of  dilatation.     In  well-marked  cases  the  chief  symptoms  are 
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a  feclinj^  of  fulness  and  discomfort  after  meals,  frequent 
belching  and  acid  eructations,  increased  thirst,  constipation, 
deficient  urination,  and  more  or  less  emaciation.  Ovvint,'  to 
reflex  irritation  or  autointoxication  nervous  symptoms  often 
develop- 

Vomiting  is  a  characteristic  symptom,  especially  when 
there  is  stenosis  of  the  pylorus.     It  occurs  long  after  meals, 
sometimes  at  intervals  of  several  days.     The  vomit  is  often 
excessive   in    amount,    is   sour   and    fer- 
mented, and  on  standin;ti:  separates  into  a 
sediment  of  undigested  food  and  a  super- 
natant liquid,  which  is  turbid  and  frothy. 
Not  infrequently  the  vomit  contains  rem- 
nants of  food  that  was  eaten  several  days 
before.     Microscopic  examination  may  re- 
veal, in  atonic  dilatation,  numerous  yeast- 
cells  and  sarcinae,  and  in  cancerous  dila- 
tation, the  thread-like  bacilli  of  Opplcr. 

I  Physical  Signs. — Inspcctkm. — The  abdo- 
men may  be  unduly  prominent.  In  some 
cases  the  outlines  of  the  enlarged  stomach 
are  distinctly  visible.  Peristaltic  waves  ex- 
tending from  left  to  right  are  frequently  seen,  especially  in 
stenotic  dilatation. 
Palpation, — When  the  stomach-walls  are  sufficiently  tense, 
the  boundaries  of  the  organ  may  be  determined  by  palpa- 
tion. In  many  cases  of  obstructive  dilatation  a  tumor  can 
be  felt  at  the  pylorus. 

Percussion. — When  the  stomach  contains  fluid,  an  area 

of  dulncss  is  found  at  the  level  of  the  umbilicus,  or  below  it 

hen  the  patient  is  erect,  but  not  when  he  is  lying  down, 

This  area  of  dulncss  also   disappears    upon   the   complete 

n  of  the  stomach. 

artificial  inflation  of  the  .stomach  with  air  or  car- 
ntc-acid  gas  percussion  reveals  an  increased  area  of  gastric 
mpany. 

Auscultation. — The  detection  of  splashing  sounds  over  the 
tomach  in  the  morning  before  breakfast  or  seven  hours 
after  a  Riegel  test-meal  points  to  dilatation. 

Mensuration. -^^oT\\\:x\\y  a  rigid  sound  can  be  inserted  a 


Fig.  I.— j.i5ajc(na; 
ventncuii.  ^,  Toruls 
cerevisiae. 
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distance  of  24  inches  (60  cm.)  from  the  incisor   teeth 
dilatation  it  may  be  inserted  as  much  as  28  inches  (70  cm.). 
As  the  depth  to  which  the  sound  can  be  passed  is  frequently 
increased  also  in  gastroptosis.  this  sign  is  unreliable. 

.V-njys: — Skiagraphs  taken  after  the  ingestion  of  large 
quantities  of  bismuth  ^uhoitrate  suspended  in  mucilage  of 
acacia  have  proved  of  value  in  the  diagnosis  of  gastrectasis. 

Examinaiioft  of  the  Sioniach-afftttttis. — The  detection  of  fl 
remnants  of  food  in  the  stomach   in  the  morning  after  a 
simple  supper  renders  the  diagnosis  of  severe  motor  insuf- 
ficiency certain,  and  that  of  dilatation  highly  probable. 

Complications. — Gastroptosis  is  a  comnton  complica- 
tion ;  it  may  be  secondary  to  the  dilatation  or  the  cause  of 
it.    Tetany  is  a  rare,  but  serious,  complication. 

Diagnosis. — Gastp-optosis, — In  uncomplicated  gastropto- 
sis the  position  of  the  stomach  is  lower  down  than  normal 
and  more  or  less  vertical,  but  the  area  of  gastric  tympany  is 
not  increased  nor  are  there  present  any  signs  of  motor 
insufficiency. 

Type  of  Dilatation, — -A  rapid  onset,  persistent  vomiting, 
pain^  a  high  degree  of  motor  insufficiency  with  marked 
dilatation,  a  tardy  inflow  and  a  rapid  outflow  of  water  dur- 
ing lavage,  active  gastric  peristalsis,  a  palpable  tumor  at  the 
pylorus,  and  rapid  emaciation  suggest  pyloric  obstruction. 

Prognosis. — This  depends  upon  the  cause,  degree,  and 
duration  of  the  dilatation.  In  pyloric  obstruction  the  prog- 
nosis is  very  grave,  although  operation  may  lead  to  cure, 
especially  in  benign  forms.  Even  in  atonic  dilatation  the 
prognosis  must  be  guarded  if  the  process  is  advanced  and 
there  is  pronounced  motor  insufficiency. 

Treatment. — The  food  should  be  nutritious,  small  in 
bulk,  and  readily  digestible,  and,  in  advanced  cases,  should 
be  given  in  small  amounts  at  frequent  intervals.  Liquids 
should  never  be  given  in  large  quantities.  In  severe  grades 
of  dilatation,  to  prevent  the  tissues  from  losing  water,  it  is 
advisable  to  introduce  fluids  in  the  form  of  water  and  meat- 
broth  by  the  bowel.  To  prevent  retention,  to  control  fer- 
mentation, and  to  cleanse  the  stomach,  no  measure  is  so 
useful  as  methodic  lavage.  When  there  is  considerable 
retention,  the  lavage  should  be  performed  daily,  preferably 
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in   the   early    morning.      A  carefully  adjusted    abdominal 

I  bandage  nearly  always  affords  comfort  and  gives  mechanical 
support  to  the  stomach.  In  cases  due  to  atony  exercise  in 
the  open  air,  hydrotherapy,  and,  unless  there  be  marked 
gasecus  fermentation,  abdominal  massage  are  valuable  aids. 
Faradization  of  the  stomach  may  also  be  used  to  promote 
muscular  contraction.  In  dilatation  from  muscular  relaxa- 
tion nux  vomica  is  very  useful.  Such  remedies  as  creasote, 
salol,  and  bismuth-beta-naphthol  are  sometimes  of  service 
in  checking  fermentation,  but  the  relief  they  afford  is  not  to 
be  compared  to  that  obtained  by  systematic  lavage.  Con- 
stipation is  best  treated  by  simple  enemas  or  by  glycerin 
suppositories. 

Surgical  Treatment. — In   the  large  majority  of  cases  of 

I  non-obstructive  dilatation  medical  treatment  suffices.  Occa- 
sionally, however,  surgical  intervention  is  demanded  on 
account  of  persistent  suffering  and  progressive  emaciation. 
The  operation  indicated  in  these  cases  is  gastropUcation. 
In  cases  of  pyloric  obstruction  of  a  benign  character  an 
operation  is  indicated  when  it  is  impossible  to  maintain 
nutrition  by  proper  medical  treatment.     As  Loreta's  digital 

■  divulsion  of  the  pylorus  has  been  largely  abandoned,  owing 
to  its  high  mortalit>^  (31.1  per  cent),  there  may  be  said  to 
be  but  two  operations  available — pyloroplasty  and  gastro- 
enterostomy. The  treatment  of  pyloric  cancer  is  considered 
on  page  58. 

^L  GASTROPTOSIS  AND  ENTEROPTOSIS 

^^^B  (Gl^nard's  Disease.) 

^^^Befinition. — Prolapse    of  the   stomach  and   transverse 
H  colon   caused  by  congenital  or   acquired  weakness   of  the 
abdominal  muscles  and  ligaments. 

»  Etiology, — The  condition  is  much  more  common  in 
women  than  in  men.  Tight  lacing,  repeated  pregnancies, 
abnormal  formation  of  the  thorax,  enlargement  of  other 
abdominal  organs,  gastrectasis,  and  constitutional  weakness 
are  important  predisposing  factors. 

Symptoms. — The  chief  objective  feature  is  a  more  or 
less  pronounced  downward  displacement  of  the  pyloru^fl 
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consequence  of  which  the  stomach  assumes  a  vertical 
subvertical  positioa.  Dislocation  of  the  whole  stomach 
downward  is  rare.  Dilatation  cjf  the  p}']nnc  extremity  is  a 
common  sequel.  The  position  and  size  of  the  viscus  can 
be  determined  accurately  only  after  artificial  inflation.  The 
transverse  colon  shares  in  the  downward  displacement  of 
the  stomach  and  occupies  a  position  immediately  below  the 
greater  curvature.  Ptosis  of  other  abdominal  organs,  espe- 
cially of  the  right  kidney  and  liver,  is  also  present  in  many 
cases.  Separation  of  the  recti  muscles  is  often  seen.  A 
floating  tenth  rib  is   less  frequent 

The  subjective  symptoms  are  those  of  motor  insufficiency 
or  atony  of  the  stomach, — fulness  and  distress  after  meals, 
splashing,  gaseous  eructation,  pain  in  the  back,  and  consti- 
pation,— combined,  in  many  cases,  with  niore  or  less  marked 
neurasthenia. 

Treatment. — The  diet  should  be  adapted  to  the  diges- 
tive and  motor  powers  of  the  stomach.  Mechanical  support 
of  the  pylorus  by  means  of  a  snugly  fitting  abdominal 
bandage  affords  relief  in  mild  cases.  In  severe  cases,  espe- 
cially when  the  nervous  phenomena  arc  pronounced,  a 
modified  rest-cure  may  prove  effective.  l^avage  is  not 
indicated  unless  there  is  general  dilatation  with  retention  or 
excessive  secretion  of  mucus.  In  very  obstinate  cases  sur- 
gical intervention  should  be  considered, 

HOW.TEMESIS. 

(Gastrorrliagia.) 

Etiolog^y. — Hemorrhage  from  the  stomach  may  result 
from — (i)  Traumatism;  {2)  gastric  ulcer;  (3)  gastric  can- 
cer; {4)  venous  engorgement  of  the  stomach  following  cir- 
rhosis of  the  liver,  primary  splenomegaly,  or  chronic  heart 
disease  ;  (5)  acute  gastritis  ;  (6)  blood  dyscrasia,  as  in  scurvy, 
purpura,  severe  infections,  and  grave  anemias ;  (7)  rupture 
of  an  aneurysm;  (8)  swallowing  of  blood  from  the  nose, 
month,  or  throat ;  (g)  vicarious  menstruation  ;  (10)  hysteria. 

Symptoms.— The  quantity  of  blood  that  is  vomited 
varies  considerably  :   rarely  a  quart  or  more  is  lost.     In 
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many  cases  a  portion  of  tlic  blood  escapes  through  the 
bowcL  The  bluntl  is  iisualfy  dark,  is  often  mixed  with 
food,  has  an  acid  reaction,  and  may  be  lltiid  or  clotted.  If 
the  hemorrhage  is  severe,  the  symptoms  of  acute  anemia 
develop — pallor,  weakness,  vertigo,  tinnitus  aurium,  dim- 
ness uf  si^L^lit,  syncope,  and  convulsions. 

Diagnosis. — Hemoptysis. — The  blood  is  coughed  up;  it 
is  usually  bright  red,  frothy,  and  alkaline  in  reaction;  sub- 
sequent expectorations  are  tinged  with  bloody  and  the  asso- 
ciated symptoms  and  signs  point  to  pulmonary  or  cardiac 
disease. 

Prognosis. — I  lematemesis  is  rarely  so  severe  as  to  cause 
death.  The  most  dangerous  hemorrhages  arc  those  that 
occur  in  cirrhosis  of  the  hver,  splenomegaly,  and  aneurysm. 

Treatment, — In  the  treatment  of  hematemesis  absolute 
rest  is  essential  No  food  K^i  any  kind  should  be  given  by 
the  mouth.  An  ice-bag  should  be  applied  over  the  stomach, 
and  niorphin  should  be  given  liypodermically  The  appli- 
cati'jn  of  firm  bandages  to  the  four  extremities  may  act 
favorably.  Ergot  and  such  drugs  as  tannic  acid,  iron  sul- 
phate,  and  lead  acetate  are  of  very  doubtful  utility.  A  solu- 
tion of  adrenalin  chlorid  (l  :  1000)  is  worthy  of  .trial, 
enty  minims  may  be  given  in  half  an  ounce  of  water 
r^  hour.  When  the  bleeding  is  prolonged,  three  or  four 
ounces  of  a  solution  of  gelatin  (10  to  15  per  cent)  may  be 
given  several  times  a  day. 

Collapse  following  hemorrhage  will  call  for  difTusible 
stimulants,  the  external  application  of  heat,  and  the  subcu- 
taneous or  intravenous  injection  of  w^arm  saline  solution. 


HABITUAL  CONSTIPATION. 

Definition. — Infrequent  or  difficult  evacuation  of  the 
feces. 

Ktiology. — The  chief  causes  are:  (i)  Many  general  dis- 
eases that  lessen  the  intestinal  secretions  or  inhibit  ]>eri- 
stalsis,  such  as  the  acute  fevers,  anemia,  diabetes,  neurasthe- 
nia, hysteria,  and  rirganic  aftections  of  the  brain  and  spinal 
cord.     (2)  Many  diseases  of  the  digestive  tract — chronic 
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gastritis,  gastrcctasist,  gastric  cancer,  obstructive  jaundice, 
and  chronic  intestinal  catarrh.  (3)  Sedentary  habits.  (4) 
Improper  food,  (5)  Atony  of  the  bowel  and  weakness  of 
the  abdominal  muscles.  (6)  Muscular  spasm  excited  by 
irritable  prostate,  uterine  disease,  ulceration  of  the  rectum, 
or  stricture. 

Symptoms. — Some  persons  continue  to  enjoy  excellent 
health  even  tliough  their  bowels  arc  evacuated  at  very  in- 
frequent intervals.  Generally,  however,  retention  of  fecal 
matter  in  the  intestines  longer  than  is  customary  with  the 
individual  gives  rise  to  unpleasant  symptoms,  common 
among  which  are  headache,  dizziness,  mental  sluggishness, 
lassitude,  fetor  of  the  breath,  a  coated  tongue^  and  anorexia. 

Sequels* — Severe  persistent  constipation  may  lead  to  piles, 
fissure,  ulceration  of  the  colon,  diarrhea  from  irritation,  or 
fecal  impaction. 

Treatment. — The  removal  of  the  cause  is  a  matter  of 
the  first  importance.  Cathartics  should  be  avoided,  if  possi- 
ble. In  some  cases  the  activity  of  the  bowels  is  restored 
by  repeated  daily  attempts  at  defecation  at  some  special 
hour.  Systematic  exercise  and  cold  bathing  are  of  the 
greatest  benefit.  Abdominal  massage,  especially  digital 
kneading  in  the  direction  of  the  colon,  is  often  quite 
efifectual 

Unless  the  state  of  digestion  ofTers  a  contraindication, 
such  laxative  articles  of  food  as  green  vegetables,  oatmeal, 
cornmeal,  whole-wheat  bread,  oils,  and  cooked  fruits  should 
be  ordered.  Water-drinking  should  be  encouraged.  In 
mild  cases  a  glass  of  cold  water  before  breakfast  may 
suffice. 

General  tonics,  like  iron  and  strj'chnin,  are  sometimes 
needed.  Mineral  waters,  like  Friedrichshall,  Hunyadi  Janos, 
or  the  milder  Saratoga  or  Bedford  waters,  are  veiy  useful, 
but  possess  no  special  advantages  over  the  saline  laxatives 
(sodium  phnsphate  or  Rochelle  salt),  when  the  latter  are 
taken  in  small  amounts  well  diluted.  Enemas  of  soapy 
water  or  of  glycerin  or  suppositories  of  gluten,  soap,  or 
glycerin,  often  prove  highly  satisfactory.  Vegetable  cathar- 
tics are  usually  necessary  in  obstinate  cases.     The  mild  ones 
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should  always  be  tried  first,  and  even  with  these  considera- 
ble care  should  be  exercised  lest  the  patient  cumes  to  rely 
upon  drugs  to  the  exclusion  of  the  hyi^ienic  and  dietetic 
measures  already  indiaited.  Of  the  mild  laxatives,  cascara 
sagrada  is  one  of  the  best:  from  lo  to  30  minims  of  the 
fluid  extract,  or  a  corresponding  dose  of  an  agreeable  elixir, 
may  be  administered  at  bedtime  and  repeated,  if  necessary, 
in  the  morning. 

In  many  cases  a  combination  of  several  laxatives  (rhu- 
barb, aloes,  podophyllum,  euonymin,  and  colocynth)  acts 
better  than  any  one  sin*^dy.  As  adjuvants,  nux  vomica  or 
physostigma  may  be  added  to  overcome  intestinal  atony, 
and  belladonna  or  hyoscyamus  to  [ircvcnt  griping.  The 
most  suitable  combination  must  be  iletermined  in  each  case 
by  experience.  A  pill,  like  one  of  the  following,  will  gen- 
erally prove  satisfactory : 

H*     Aloini    , fir<  iv 

Slryclinin^e  sulplmli'^    .    .  'i'^-  J 

Exlracti  bclladonmc         gr.  iij, — M. 

FiaiU  pilulx-  No,  xxiv. 

Sic— One  pill  at  Ixrdtime. 

R,     Pulverts  rljci 

Kxlracii  rharani  purshianse      ...    41  gr.  x«iv 

ExLracti  euoiiymi      ,...,,..  gr*  xij 

Extract!  phys*:»stigmQti'v 

Kxtracti  helladuniiix Aft  gr.  Vf, — ^M* 

Fianl  pilukij  No.  xxiv. 
SlG, — ( *ne  pill  at  l>eiltime, 

INTESTINAL  COLIC 
( Enteralgia ;  Toimma.) 

Deliiiition. — Intestinal  pain  of  a  spasmodic  character. 

Etiology. — ^It  usually  results  from  irritating  food,  flatu- 
lence, or  fecal  accumulation.  It  is  sometimes  of  a  rheumatic 
or  gouty  origifi.  It  is  a  common  symptom  of  structural 
lesions  of  the  bowel — enteritis,  dysentery,  appendicitis,  in- 
testinal obstruction.  It  is  an  important  symptom  in  chronic 
lead-poisoning.  It  may  be  reflex  from  disease  of  the  ova- 
ries, uterus,  liver,  vertebrse,  etc.  It  may  occur  as  a  crisis  of 
locomotor  ataxia. 
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Sjmiptoms. — Paroxysms  of  severe  pain  of  a  twisting 
character,  centering  around  the  umbilicus,  and  relieved  by 
pressure.  The  abdomen  is  usually  distended.  Severe  at- 
tacks may  lead  to  collapse,  indicated  by  cold  sweats,  pinched 
features,  feeble  pulse,  and  vomiting.  The  attack  lasts  from 
a  few  minutes  to  several  hours,  and  usually  ends  with  a  dis- 
charge of  flatus. 

Diagnosis.— Lead  Colic.^-History,  blue  line  on  the 
gums,  retracted  abdominal  walls,  wrist-drop,  and  lead  in  the 
urine. 

Biliary  Colic, — Fain  radiating  from  the  liver  to  tlie  back, 
jaundice,  local  tenderjiess,  and  calculus  in  the  stool. 

Eenal  CoHc. — Pain  extending  from  the  kidney  along  the 
ureter  to  the  penis  and  testicle,  frequent  micturition,  blood 
or  calculus  in  the  urine. 

Eheumatism  of  tlie  Abdominal  Muscles. — Pain  is  super- 
ficial, persistent,  and  increased  by  pressure  and  movements 
of  the  body. 

Olironic  Appendicitis.— Localized  tenderness  (McBurney's 
point),  muscular  rig^idity,  and  induration. 

Intestinal  Obstruction.  —  Localized  tenderness,  more  or 
less  continuous  pain,  |x;rsistent  constipation,  and  incessant 
vomiting,  often  stercoraccous. 

Treatmetit,— The  indications  are  to  relieve  pain  and  to 
remove  the  cause.  Turpentine  stnpcsare  useful.  In  severe 
ca.ses  it  will  be  necessary  to  give  morphin  {\  to  \  grain) 
and  atropin  (y^  grain)  h}'podermically.  Carminatives — 
peppermint,  ginger;  oil  of  cloves,  Hoffman's  anodyne — often 
afford  relief 

Colic  excited  by  irritating  food  or  fecal  accumulation  is 
promptly  relieved  by  saline  or  mercurial  purges. 

DL\RRHEA. 

Definition. — A  condition  in  which  the  stools  are  too 
frequent  or  too  liquid*  Like  dyspepsia,  it  is  a  symptom  of 
many  patholo^c  condidons. 

biology.— (i)  It  results  from  inflammation  of  the  intes- 
tines—enteritis,   ileocolitis,    dysentery   (inflammatory   diar- 
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rhca).  (2)  It  is  a  symptom  of  certain  infectious  diseases, 
such  as  typhoid  fever  and  cholera  (symptomnlic  diarrhea). 
(3)  It  may  be  excited  by  cathartic  drugs.  (4)  It  often  oc- 
curs as  a  final  symptom  in  cachectic  states,  as  in  cancer, 
diabetes,  and  chronic  Bright's  disease  (colhquattve  diarrhea). 
(5)  It  sometimes  mark^  the  crisis  of  acute  infections,  such 
as  typluis  fever  and  j)ncumonia  (critical  diarrhea).  (61  It 
may  result  from  nervuus  excitement  (nervous  tliarrhca). 


nSTTESTINAL  CATARRH. 

(Diarrliea ;    Catarrlial  Enteritis.) 

Etiology. — Warm  weather,  childhood,  improper  food, 
and  bad  hyjjienic  surroundings  are  genera!  predisposing 
factors.  The  disease  is  usually  excited  by  irritating  prod- 
ucts in  the  intestinal  canal  or  by  sudden  changes  in  tem- 
perature. Poisons  produced  in  the  decomposition  of  milk 
and  other  foods  by  bacteria  are  the  most  common  excitants. 
Inorganic  poisons  (arsenic,  antimony,  mercuiy)  may  also 
induce  acute  diarrhea. 

Pathology. — The  mucosa  is  swollen,  slightly  injected, 
and  covered  with  a  mucous  exudate  composed  of  desqua- 
mated and  degenerated  cpitlielial  cells  and  leukocytes. 
The  lymph-follicles  arc  enlarged  and  occasionally  ulcerated. 

Chronk  enteritis  may  result  from  acute  attacks  or  from 
passive  congestion  in  consequence  of  heart  or  liver  disease. 
The  mucous  membrane  is  pigmented,  and,  in  the  early 
stages,  usually  thickened  from  proliferation  of  the  fixed 
connective-tissue  cells.  In  the  later  stages  atrophy  may 
ensue  from  destruction  of  the  glands  and  shrinking  of  the 
stroma. 

Symptoms. — Acute  Enteritis. — The  chief  symptoms  are 
slight  fever,  with  its  attending  phenomena,  colicky  pains, 
rumbling  noises  (borborygmi),  and  frequent  thin  stools,  of 
a  yellowish  or  greenish  color,  offensive,  and  containing  undi- 
gested food.  The  number  of  stools  varies  from  three  to 
twelve  or  more  a  day.  The  attack  usually  lasts  from  a  few 
days  to  a  week. 

Chrome  enteritis  is  manifested  by  frequent  hquid  stools, 
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which  vary  in  color  and  character  according  to  the  seat  of 
the  catarrh,  colicky  pains,  impaired  nutrition,  and  anemia. 
The  presence  in  the  stools  of  much  undigested  food 
(lientery)  indicates  involvement  of  the  small  bowel,  and  the 
presence  of  much   mucus,   involvement  of  the  large  bowel. 

Membranous  Enteritis. — This  term  has  been  applied  to 
two  conditions  ;  ( i )  A  true  croupous  enteritis,  w!iich  is  asso- 
ciated with  the  furmation  of  a  false  membrane,  and  which 
is  seen  in  cachectic  states,  in  acute  infectious  diseases,  and 
as  a  result  of  mineral  poisoning.  (2)  Mucous  colic,  or 
mucous  colitis,  a  chronic  form  of  colitis  usually  occurring 
in  women  of  a  marked  nervous  temperament,  and  charac- 
terized by  paroxysms  of  severe  pain  and  the  discharge  of 
gray,  translucent  casts  which,  however,  arc  not  membranous, 
but  mucoid  \n  character. 

Diag^nosis.— Dysentery. — The  small  mucous  and  blood 
discharges  and  tlie  severe  tenesmus  witl  indicate  dysenter)'. 

Ileocolitis, — This  disease  may  be  separated  from  simple 
enteritis  by  the  continued  high  fever,  more  frequent  dis- 
charges, the  presence  of  blood  and  mucus,  the  tenesmus, 
and  the  greater  prostration. 

PeritoEitis. — Tliis  disease  is  readily  (hstinguished  from 
enteritis  by  the  more  intense  pain  and  tenderness,  the 
greater  tympany,  the  marked  constitutional  disturbance, 
the  constipation,  and  the  immobility  of  the  patient 

Typhoid  Fever, — The  gradual  onset,  nose-bleed,  splenic 
enlargement,  characteristic  fev^cr,  Widal  reaction,  and  erup- 
tion will  lead  to  the  recognition  of  t>^phoid  fever. 

Progiiosis,^ — Favorable  in  uncomplicated  cases.  Chronic 
diarrhea  often  persists  for  many  years  and  is  very  resistant 
to  treatment. 

Treatment, — An<tc  Diarrhai  in  A(f/f//s.-^Rcst  in  bed 
and  the  substitution  of  bland  nourishment  for  the  ordinary 
diet  are  all  that  is  required  in  many  cases.  Boiled  milk, 
milk  and  arrow-root,  and  mutton,  veal,  or  chicken  broth 
are  suitable  foods.  If  the  patient  is  seen  at  the  outset  and 
there  is  reason  to  believe  that  irritant  material  is  still  pres- 
ent in  the  bowel,  it  is  advisable  to  administer  an  unirritating 
purgative,  such  as  castor  oil,    Epsom  salts,  or   fractional 
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doses  of  calomel.  Occasionally  a  second  dose  of  the  purt^a- 
live  may  be  given  with  benefit.  Externally,  stupes  or  sina- 
pisms are  frequently  efficacious.  If  the  diarrhea  continues, 
opium  and  mild  astringents,  like  bismuth  subnitiatc  and 
chalk,  are  indicated.  Tliey  may  be  combined  advantage- 
ously with  antiseptics,  as  in  the  following  formulas: 


U«    Mot^jbiua:  sulphatis  .    . 

Salol 

Bivniulbi  Mjbiiitratj.^     .    ,    .        . 
Fiant  chaiiuljc  No.  xij, 
SlC.^-Onc  jKJwdcr  everj-  three  bours. 


gT-  J 
gr.  XXX 


M, 


%,    Bij^muibi  subsalicylalis  .  .  .   ^iss 

Cret*  prarparftln: .  ^ii&s 

Tinctune  opii  camphorat..  •    •  ^SJ 

Pulveris  acact.i:    ,    .  ,    ,  q.  <*, 

A4UX  ciiiiiamomi    .    .    .  4.  s.  adf^vj. — M. 

SlG.~A  uUespoonful  every  ibrci:  bours. 

Chronk  Diarrhea. — The  cause  must  be  ascertained  and 
removed,  if  possible.  The  diet,  cl(»thinj:j,  habits,  occupa- 
tion, and  mode  of  living  of  the  patient  should  receive  care- 
ful attention.  No  definite  rules  can  be  laid  down  in  refer- 
ence to  the  diet.  When  the  disease  is  not  v^xy  severe  and 
is  confined  for  the  most  part  to  the  colon,  a  selected  mixed 
diet  may  be  allowed.  Many  patients  do  well  upon  an 
exclusive  milk  diet  Foods  that  are  bulky  and  leave  much 
residue  are  always  inadmissible. 

Protection  of  the  body  against  chilling  is  of  vital  impor- 
tance. Woolens  should  be  worn  next  to  the  skin,  A 
snugly  fitting  abdominal  bandage  may  be  worn  as  an  addi- 
tional safeguard.  Rest  in  bed  is  sometimes  essential 
When  the  general  nutrition  is  not  too  much  impaired,  a 
change  of  air  and  scene  may  prove  vcxy  beneficial. 

Mineral  astringents,  especially  bismuth  subnitratc  (30  to 
40  grains),  silver  nitrate  {\  to  \  grain),  copper  sulphate  (\  to 
I  grain),  and  lead  acetate  (i  to  3  grains)  are  of  service. 

Intestinal  antiseptics — ^salol,  bismuth  salicylate,  beta- 
naphthol-bismuth — arc  useful  adjuvants.  Opium  is  often 
required  in  acute  exacerbations.  When  the  disease  is  sit- 
uated chiefly  in  the  colon,  irrigation  of  the  bowel  t^^'o  or 


70  DISEASES  OF  THE  DIGESTIVE  SYSTEM, 

three  times  a  week  with  a  solution  of  silver  nitrate  (lo  to 
20  grains  to  I  pint)  is  especially  lo  be  recommended. 

AfitU'  Diarrkiii  in  Infants. — The  first  indication  is  ttr  with- 
draw the  milk  at  once^and  to  withhold  it  for  several  days  or 
until  the  stools  become  quite  natural.  Indeed,  in  many  cases 
it  is  well  to  suspend  all  nourishment  for  the  first  twenty-four 
hours,  allowing  nothing  by  the  mouth  but  barley-water  or 
plain  boiled  water.  Subsequently,  albnmin-water,  fresh 
beef-juice,  veal  bruth,  or  a  liquid  peptone  preparation  may 
be  given  in  lieu  of  milk.  Milk  feeding  should  always  be 
resumed  veiy  gradually.  Absolute  rest  in  the  recumbent 
position  is  essential.  Removal  to  the  seashore  or  mountains 
is  often  of  the  greatest  benefit. 

To  remove  irritant  matter  from  the  bowel,  castor  nil  or 
calomel  should  be  given,  preferably  the  latter  when  the 
stomach  is  sensitive.  In  most  cases  it  is  necessary  to  fol- 
low the  purge  with  a  sedative  astringent  like  bismuth  sub- 
nitrate  or  chalk.  From  5  to  10  grains  of  one  of  these  drugs 
may  be  given  every  two  or  three  hours  with  an  intestinal 
antiseptic  (salol,  beta-naphthol-bismuth,  bismuth  salicylate); 
some  such  combination  as  the  following  may  be  ordered: 

5t.     Bi&miilbi  subnilratis      ........     !5ij^iv 

Salol      . Rr.  xxiv 

Misiurre  crctae      .........    .fgiij.^M. 

Sic. — A  ttfas{xx>nful  ever)'  two  hours. 

A  more  active  astringent.  like  tannalbin  or  tannigen  (2 
3  grains),  may  be  given  in  addition  to  the  bismuth  sub- 
nitrate  or  chalk  when  the  discharges  are  exceedingly  pro- 
fuse and  water)^ 

Opium  is  often  of  great  value,  but  extreme  caution  must 
be  exercised  in  its  use.  It  is  called  for  when  the  diarrhea 
continues  in  spite  of  the  thorough  unloading  of  the  bowel 
and  the  administration  of  mild  astringents.  From  3  to  5 
minims  of  paregoric  may  be  given  every  two,  three,  or  four 
hours,  according  to  circumstances.  When  the  stomach  is 
unretentive,  laudanum  (i  to  2  minims)  may  be  given  by 
enema. 
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ACUTE  ELECXOUnS. 

Definition. — An  acute  infiamn^atory  disease  involving 
the  ileum  and  culun  and  affcctin*j  especially  the  lymph- 
follicles. 

Etiology- — It  occurs  most  frequently  in  artificially  fed 
children.  Warm  weather  and  bad  hygienic  surruundin^s 
are  important  predisposing  factors.  It  sometimes  follows 
acute  infections,  like  measles. 

Micro-organisms  undoubtedly  play  an  important  role  in 
the  process.  In  a  number  of  instances  the  Bacillus  dysen- 
teriii!  uf  Shi^M  has  been  recognized. 

Pathology*^ — The  mucous  membrane  is  swollen  and 
edematous.  The  sohtar}^  and  agminated  glands  are  much 
enlarged  and  often  ulcerated.  In  some  cases  the  colon  is 
covered  with  a  pseudamembrane, 

SymptomB. — The  chief  features  are  pronounced  fever 
(102°  to  104°  F.),  abdominal  distention  and  tenderness, 
tenesmus,  frequent  small  stools  of  a  greenish-yellow  color 
and  mixed  with  mucus  and  blood,  and  sometimes  with 
membranous  shreds.  There  is  rapid  loss  of  weight  and 
strength.  Death  is  frequently  preceded  by  delirium,  stupor, 
convulsions,  and  coma  (spuriuus  hydrocephalus). 

Diagnosis. — The  differential  diagnosis  between  ileo- 
colitis and  catarrhcd  enteritis  has  already  been  considered. 

Chohra  infantum  may  be  recognized  by  the  rapid  onset, 
constant  vcjmiting,  profuse  serous  stools,  great  thirst,  high 
rectal  temperature,  and  rapidly  developing  collapse. 

Prognosis.  — Grave ;  mild  cases  recover  in  from  two  to 
three  weeks.  Strength  is  regained  slowly  and  relapses  are 
common. 

Treatment. — This  is  much  the  same  as  that  of  acute 
catarrhal  et>teritis.  A  change  of  air  is  veiy  desirable.  Stim- 
ulants are  often  required.  From  10  to  20  minims  of  whisky 
may  be  given  cveiy^  two,  three,  or  four  hours.  Intestinal 
irrigation  is  an  important  part  of  the  treatment.  Twice  a 
day  the  colon  should  be  thoroughly  flushed  with  sterile 
water  containing  a  dram  of  benzoate  of  sodium  to  the  pint. 
After  the   irrigation  an  enema  of  thin  mucilage  (2  fluid- 
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ounces)  and  bismuth  subnitrate  (2   drams)  may  be  givci 
every  three   or  four   hours.     Extreme  tenesmus  is   some- 
times reheved  by  small  suppositories  containing  \  of  a  grain 
of  cocain  (Rutch). 


CHOLERA  INFANTUIVL 

Definition.— An  acute  gastro-intcstinai  affectiun  cliar- 
acteri/cd  by  severe  chuleriform  symptonis.  Compared  with 
acute  catarrhal  enteritis  and  ileocohtis,  it  is  a  rare  disease. 

Stiology. — Hot  weather,  (fruity  feeding,  bad  hygienic 
surroundings,  dentition,  and  indigestion  are  important,  pre- 
disposing factors.  The  disease  is  probably  excited  by  a 
specific  micro-organism. 

Pathology, — Beyond  a  sliglit  catarrh  of  the  gastro- 
intestinal tract  tiierc  are  no  gross  lesions.  The  grave  con- 
stitutional symptoms  are  no  doubt  due  to  the  absorption  of 
a  bacterial  poison. 

Symptoms.— The  symptoms  develop  rapidly.  Vomit- 
ing and  purging  begin  almost  simultaneously  and  become 
incessant.  The  stools  are  thin  and  water)'  and  have  a 
musty  odor  and  an  alkaline  reaction.  Thirst  is  intense; 
there  is  great  restlessness ;  the  pulse  is  rapiti  and  feeble ; 
the  surface  temperature  is  low,  but  tlie  rectal  temperature  is 
very  high  (105°  to  106*^  F.) ;  the  urine  is  almost  suppressed. 
Collapse  soon  follows,  and  \^  indicated  by  pinched  features, 
hollow  eyes,  sunken  fontanel,  pallid  skin,  and  cold  surface. 
Even  at  this  time  a  reaction  may  set  in,  but  in  the  large 
majority  of  cases  death  results  in  from  tUTnt>^-four  to  forty- 
eight  hours  from  exhaustion.  The  end  may  be  char- 
acterized by  the  symptoms  of  spurious  hydrocephalus — 
delirium,  stupor,  convulsions,  and  coma.  As  these  nei-vous 
plicnomcna  are  unassociated  with  any  cerebral  lesion,  they 
are  probably  toxemic. 

Prognosis* — The  prognosis  is  very  bad.  The  outlook 
is  more  favorable  when  the  child  has  sun'ivcd  the  severe 
symptoms  of  the  first  two  days.     Recover)'  is  always  tedious. 

Treatment* — The  stomach  should  be  washed  out  with 
warm   water,   and    the   bowel    irrigated    with    cold    water. 
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At  first  nothing  should  he  given  by  the  mouth  except 
sterilized  ice-cold  water  and  iced  brandy  or  champagne. 
VV'hen  the  stomach  is  wholly  unretenlive,  stimulants 
should  be  j^ivcn  hypoderniicaliy.  Hot  packs  (1014°  F.) 
are  very  useful  in  coiiibatinj^  collapse.  In  urgent  cases 
normal  salt  solulioji  (40  jjjrains  to  the  pint)  should  be  used 
subcutancously,  from  2  to  3  ounces  being  injected  three  or 
four  times  daily.  If  vomiting  and  pur^in^^  still  continue. 
small  doses  of  morphin  and  atropin  .should  be  administered 
hypodermically.  Holt  i;ives  ^l^  of  a  grain  of  morphin  with 
1^  of  a  grain  of  atropin  for  a  child  one  year  old,  and  re- 
peats tlie  dose,  if  necessary. 

After  vomiting  has  ceased,  barley-w^ater,  albumin-water, 
and  fresh  becf-juicc  may  be  given  by  the  mouth.  Milk 
feeding  should  always  be  resumed  very-  gradually. 


DYSENTERY* 

Definition. — An  acute  or  chronic  inflammatory  disease 
of  the  colon,  manifested  clinically  by  abd<«minal  pain,  tenes- 
mus, and  the  frequent  passage  of  small  stools  containing 
mucus  and  blood. 

Varieties* — ( i )  Catarrhal ;  (2)  amebic ;  (3)  bacillary. 

Etiology, — ( I )  Warm  climates  and  warm  weather ;  (2) 
bad  hygienic  surroundings;  (3)  ingestion  of  irritating  food; 
(4)  exposure  to  cold  and  wet ;  (5)  cachectic  states — arc  the 
predisposing  factors. 

The  catarrhal  form  is  usually  sporadic  and  appears  to 
have  no  specific  etiology.     It  is  common  in  temperate  zones. 

The  amebic  form  is  due  to  the  Amoeba  coli,  an  organism 
from  three  to  five  times  the  size  of  a  red  blood-cell,  consist- 
ing of  a  central  mass  of  granular  protoplasm  surrounded  by 
a  narrow  rim  of  clear  protoplasm.  It  may  be  endemic  or 
sporadic. 

In  the  bacillaiy  form  the  pathogenic  agent  is  the  badllus 
of  Shif^a,  a  motile,  flagellate  rod  belonging  to  the  colon- 
tj'phoid  group  of  bacilli  and  possessing  pronounced  agglu- 
tinating properties.  Bacillary  dysentery  is  commonly  epi- 
demic, though  it  may  be  sporadic. 
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While  the  amebic  and  bacillary  forms  arc  frequently" 
encountered  in  temperate  climates,  they  are  especially  preva- 
lent in  the  tropics. 

In  the  majority  of  instances  dysentery  is  a  water-borne 
disease. 

Pathologry. — ^In  the  catarrhal  form  the  mucous  mem- 
brane of  the  cmIoii  is  red,  swollen,  and  edematous.  Follicu- 
lar ulceration  is  sometimes  seen. 

The  amebic  form  is  marked  by  great  swelling  and  (nfil- 
tratton  of  the  mucosa  and  serpiginous  ulcers  with  irregular 
outlines  and  undermined  edges.  Abscess  of  the  liver  occurs 
in  about  20  per  cent,  of  the  cases.  In  bacillary  dysentery 
the  inflammation  is  often  diphtheritic.  Ulcers  are  also 
found,  but,  unlike  those  of  the  amebic  form,  they  begin  in 
the   mucosa  and  extend   regularly   into  the  deeper  coats. 
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Fic.  2. — Amoeba  coli. 

The  bacillus  is  found  with  great  difficulty  in  the  chronic 
cases.     Abscess  of  the  liver  is  uncommon. 

Symptoms. — Catarrhal  T^rJr/^/r/'r.  — Moderate  fever 
(101^-103°  F.),  abdominal  pain,  tenderness  over  the  colon, 
constant  desire  to  defecate,  prostration,  tenesmus,  and  the 
passage  oi  numerous  small  stools  containing  mucus  and 
blood.  Recovery  usually  follows  in  from  a  week  to  ten 
days.  The  disease  occasionally  becomes  chronic.  Com* 
plications  are  rare. 

Amebic  Dystftkrv\ — In  this  form  the  onset  is  more  grad- 
ual, fever  is  not  so  high,  tenesmus  is  less  marked,  and  the 
discharges  contain  living  amebic.  In  favorable  cases  the 
symptoms  abate  in  from  six  to  twelve  weeks.  In  the 
majority  of  cases,  however,  the  course  of  the  disease  is 
essentially  chronic,  and  marked  by  periodic  recrudescences. 

The  chief  features  of  the  chronic  form  are  dull  abdominal 
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pain,  tenderness  over  the  colon,  frequent  stools  consisting 
of  scybalous  masses  covered  with  tenacious  mucus  and 
perjiaps  with  blood  and  pus.  Slight  tenesmus,  and  ulti- 
mately extreme  ajiemia  and  emaciation.  Death  usually 
results  from  complications,  iht;  most  common  of  which  is 
abscess  of  the  liver. 

Boiiliary  Dysefiiery. — The  symptoms  bej^in  acutely,  and 
arc  often  severe.  In  addition  to  mucus  and  blood,  the 
stools  may  contain  false  membrane  and  gangrenous  tis- 
sue. Tympanites  is  conmion.  Typhoid  symptoms^ — delir- 
ium, stupor,  subsultus  tendinum,  etc. — are  also  frequent 
Asthenia  and  emaciation  rapidly  develop.  The  blood-serum 
yields  an  agglutination  reaction  with  the  Shi^^a  bacillus.  In 
some  epidemics  the  mortality  has  reached  40  per  cent. 
Death  usually  results  from  exhaustion  or  collapse,  and  very 
rarely  from  abscess  of  the  liver  or  other  complications. 
Occasionally  the  disease  loses  its  acute  character  and 
becomes  chronic. 

Complications  and  Sequels. — Hepatic  abscess  \s  the 
most  common  complication.  It  occurs  chiefly  in  the  amebic 
form.  Peritonitis  from  perforation  or  from  extension  of 
the  inflammation,  hemorrhage,  multiple  neuritis,  and  intes- 
tinal stricture  are  rare  accidents. 

Diagnosis. ^Acute  Catarrhal  Enteritis. ^^ In  this  disease 
tenesmus  is  absent ;  tlie  stools  are  not  bloody  and  mucoid, 
and  are  neither  so  frequent  nor  so  scanty. 

Intussusception. — The  abrupt  onset,  persistent  vomiting, 
and  presence  of  a  sausage-shaped  tumor  in  the  abdomen 
will  generally  make  the  diagnosis  clear. 

Treatment. — Rest  in  bed  is  imperative.  In  acute  cases 
the  diet  should  be  liquid — milk  with  lime-water,  animal 
broths,  and  egg-white.  In  chronic  cases  soft-boiled  eggs, 
pulled  bread,  steamed  rice,  oysters,  and  tender  meats  may 
be  allowed. 

The  stools  should  be  immediately  disinfected. 

An  unirritating  purgative  (Epsom  salts  or  calomel)  is 
nearly  always  indicated  at  the  onset.  Subsequently,  opium 
should  be  given  to  check  peristalsis  and  to  relieve  tenesmus. 
It  may  be  given  hypodermically  in  the  form  of  morphin. 
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or  by  the  bowel  in  form  of  starch-water  {\  fluidounce)  and 
laudanum  (lo  to  20  drops)  injections.  Turpentine  stupes  or 
sinapisms  afford  relict"  Persistent  tenesmus  is  sometimes 
controlled  by  ice  suppositories  or  iodoform  suppositories 
(2  to  5  grains).  Internally,  bismuth  subaitratc  (30  to  40 
grainsi  with  antiseptics  like  beta-naphthol-bismuth  {10 
grains),  salol  (5  grains),  or  benzonaphthol  (5  to  10  grains), 
is  useful.     The  following  combination  is  often  of  value: 


li-    Pulvcris,  i|K.'tacuanhit.'  ct  opii    .    . 

Bismuibi  suhnitniiis  ,    .    . 

Bismathi  bcta-naphlhol    .    . 
Fianl  chart ukt^  No.  xij, 
SiG. — Uiie  (XDwdcr  every  two  hours. 


.:iJ 
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In  many  cases  the  adynamia  is  so  pronounced  that  stim- 
ulants must  be  used  freely. 

Two  special  methods  of  treatment  have  been  found  effica- 
cious— that  by  ipecac  and  that  by  salines : 

Ipecac, — On  the  first  day  a  single  large  dose  of  from  50 
to  40  grains  of  powdered  ipecac  is  given  stirrei!  up  in 
water.  Subsequently  fntm  10  to  20  grains  are  given  daily 
for  three  or  four  days.  To  prevent  emests,  laudanum  (15 
to  20  drops)  is  given  twenty  minutes  in  advance  of  the 
ipecac.  A  sinapism  is  applied  to  the  epigastrium,  and  abso- 
lute quiet  is  enjoined.  A  successful  issue  is  indicated  by 
the  appearance^  usually  within  twent>'-four  hours,  of  a 
copious  black  stool. 

Salines. — A  purgative  dose  of  magnesium  sulphate  is 
[administered  at  once,  and  after  the  bowel  has  been  thor- 
oughly emptied,  small  doses  (i  dram)  are  given  several  times 
[a  day,  preferably  in  combination   with  aromatic  sulphuric 

Id,  as  in  the  following  formula: 

H*    Mt^nesii  sulpbalis  .........    ^tss 

Acidi  sulphurici  aromatici f^'j 

Aqure  cinnamomi q.  «.  ad  f^vj. — M. 

Sic. — A  tablesixjonful  four  limes  a  day. 

This  treatment  should  be  continued  for  several  days  after 
the  stools  have  ceased  to  be  dysenteric. 

Chronic  Bysentery. — Bismuth  subnitrate  {\  dram)  with  in- 
testinal antiseptics  is  of  value.     Stengel    and  others    have 
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found  sulphur  very  serviceable  in  amebic  dysentery.  Ten 
grains  should  be  given  three  or  four  times  a  day,  combined 
with  a  small  amount  of  opium. 

Intestinal  irrigation  with  solutions  of  silver  nitrate  (lO  to 
30  grains  to  i  pint  of  cold  water)  is  of  the  greatest  benefit 
These  injections  should  be  given  two  or  three  times  a  week, 
the  fluid  being  introikiceii  vlmv  genlly  and  slowly  by  means 
of  a  fountain-syringe.  When  the  rectum  is  very  irritable,  it 
is  advisable  to  inject  a  small  quantity  of  cocain  solution 
(4  per  cent.)  before  introducing  the  irrigator.  In  amebic 
dysentery  warm  injections  of  quinin  (1:5000  to  1:2000), 
creoUn  (^i  per  cent,  mixtures),  and  benzoyl-acetyl  peroxid 
(l ;  1000)  have  also  been  found  efficacious. 


CHOLERA  MORBUS 
(English  Cholera;  Cholera  Nostras.) 

Definition.— An  acute  sporadic  disease,  resembling 
Asiatic  cholera,  but  not  excited  by  the  comma  bacillus  of 
Koch. 

Etiology, — The  summer  season  predisposes,  and  irri- 
tating food,  as  unripe  fruit,  and  a  sudden  change  of  tempera- 
ture are  the  usual  exciting  causes.  An  organism  resem- 
bling the  bacillus  of  true  cholera  is  often  present  in  the 
discharges. 

Symptoms. — ^There  are  intense  cramps  in  the  stomach, 
vomiting  and  purging  of  bilious  material,  thirst,  moderate 
fever,  and  great  prostration.  In  severe  cases  the  discharges 
become  serous,  and  symptoms  of  collapse  develop. 

Diagnosis.— Asiatic  Cholera. — In  this  disease  there  is 
often  no  history  of  dietetic  indiscretions ;  etiologic  relation 
with  another  case  can  usually  be  established  ;  the  stools 
have  a  characteristic  '*  rice-water  '*  appearance ;  there  are 
painful  cramps  in  the  legs ;  and  the  t>'pical  cholera  bacillus 
is  present. 

Mineral  Poisoning. — The  history,  burning  pain  in  the  gul- 
let and  rectum,  erosion  of  the  mouth  and  throat,  and 
mucous,  bloody  discharges  will  usually  lead  to  a  correct 
diagnosis. 
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Progtiosls* — Favorable.  Death  rarely  occurs,  except  in 
old  or  debilitated  subjects.  The  duration  is  usually  from 
twenty-four  to  forty-eight  hours. 

Treatmeiit,— The  hypodermic  injection  of  morphin  (\ 
grain)  and  atropin  (jjg^  grain)  is  usually  necessary.  Hot 
applications  to  the  abdomen  are  also  useful  Thirst  is  best 
relieved  by  cracked  ice.  Calomel  in  fractional  doses  serves 
to  allay  vomiting  and  to  rid  the  bowel  t)f  irritating  niatter. 

In  many  cases  an  anodyne  mixture  hke  the  following  will 
act  admirably : 

fit.     Spirilu^  camphorx      ........  f^AS 

Oki  taryophylli M^^ 

Cklorofamij f^iij 

Tinclura*  npii  deodorali 

TiiicturjE  capsici     ,,.....      fiXL  fgij. — M. 

SiG. — Shake  wtU.      lliirty  U>  forly  drops   in  water  every  half 
hour  lo  iwo  hours^as  required.  (H,  C.  VVihjd,) 

Collapse  will  require  hot  baths,  diffusible  stimulants  (am- 
monia, ether,  brandy),  and  subcutaneous  injections  of  salt 
solution. 

APPENDICITIS 
{TypliMtis;  Perityplilitia. ) 

Definition, — An  inflammation  of  the  appendix  vermi* 
formis. 

Pathology, — There  arc  three  varieties  :  Catarrhal ^  ulcer- 
ative, and  interstitial 

Catarrhal  Af>f>ttnfidtis.— In  mild  cases  the  appearances 
are^no  doubt,  similar  to  those  observed  in  catarrh  elsewhere, 
but  in  severe  cases  the  wall  of  the  appendix  is  infiltrated 
with  round-cells,  and  the  mucous  membrane  is  denuded  of 
epithelium  and  presents  a  granular  surface.  This  latter 
condition  may  eventuate  in  septic  peritonitis,  chronic  appen- 
dicitis with  relapses  {nxttrrcnt  appendicitis),  or  union  of  the 
granulating  surfaces  with  complete  obliteration  (appendicitis 
obliteratts). 

Ulcerative  Appendicitis. — In  this  tyfDe  the  wall  of  the  ap- 
pendix  is  the  seat  of  a  more  or  less  localized  ulcer.  It  may 
be  associated  with  the  presence  of  fecal  concretion  or  a 


n 


p 


APPENDICITIS, 


foreign  body,  or  it  may  be  llie  result  of  typhoid  or  tuber- 
cular infection. 

Interstitial  Appendicitis. — In  this  form  the  wall  of  the  ap- 
pendix is  the  seat  of  a  necrosis,  which  is  not  infrequently 
gangrenouj;.  It  may  be  priniary,  infection  taking  place 
through  the  lymphatics,  or  secondary  to  the  catarrhal  or 
ulceraUve  form.  It  terminates  in  perforation,  thereby  excit- 
ing a  most  virulent  type  of  peritonitis. 

Appendicitis  is  always  due  to  the  action  of  pathogenic 
bacteria,  tlie  chief  offendLTs  being  the  Bacillus  coli  com- 
munis, Streptococcus  pyogenes^  Staphylococcus  pyogenes 
aureus,  typhoid  bacillus,  and  tubercle  bacillus.  Of  these, 
the  Bacillus  cell  connnunis,  a  natural  habitant  of  the  bowel, 
is  most  commonly  present.  Under  ordinary  conditions  it  is 
harmless,  but  when  the  circulation  of  the  appendix  is  inter- 
fered with  from  any  cause  or  the  coats  of  the  tube  are 
abraded,  infection  is  liable  to  arise. 

Etiology* — It  is  more  common  in  males  than  in  females. 
It  is  most  frequent  between  the  fifteenth  and  thirtieth  years. 
Exposure,  errors  in  diet,  intestinal  catarrh,  traumatism,  and 
the  lodgement  in  the  appendix  of  fecal  concretions  or  foreign 
bodies  predispose  to  the  disease.  It  may  follow  some  infec- 
tion like  typhoid  fever,  influenxa,  or  tuberculosis.  It  may 
be  induced  by  twisting  of  the  appendix. 

Symptoms. — (l)  Sudden  pain,  often  general  at  first,  but 
later  most  marked  in  the  right  iliac  region.  (2)  Circum- 
scribed tenderness,  most  frequently  detected  over  McBur- 
ney*s  point — a  point  midway  on  a  line  between  the  umbilicus 
and  the  anterior  superior  iliac  spine.  (3)  Fever,  ranging 
between  100°  and  105^  F.  (4)  Localized  rigidity  in  the 
right  iliac  fossa,  or  the  presence  of  a  definite  tumor.  (5) 
Dorsal  decubitus  with  the  right  thigh  flexed.  (6)  Gastro- 
intestinal disturbances — anorexia,  nausea,  vomiting,  consti- 
pation, nr  rarely  diarrhea. 

Terminations. — Resolution,  general  peritonitis,  and 
localized  abscess.  The  location  of  the  abscess  depends  on 
the  position  of  the  appendix.  It  may  be  found  in  cither  of 
the  lower  quadrants  or  beneath  the  diaphragm  (sub| 
abscess).     The  pus  may  be  discharged  through 
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dominal   walls,  the  bowel,  bladder,  or  vagina,  or   it  ms 
escape  into  the  tissues  of  the  lumbar  region  or  thigh.     Ap- 
pendicitis occasionally  excites  hepatic  abscess,  the  infection 
beings  carried  through  the  portal  vein. 

Diagnosis. — Typhoid  Fever. — The  gradual  onset,  char- 
acteristic tcaipcrature-cur\'e,  epistaxis,  mental  hebetude, 
diarrhea,  splenic  enlargemeiH,  and,  later,  the  rash  and 
Widal  reaction  will  indicate  typhoid  fever. 

Renal  Colic, — This  may  be  recognized  by  the  absence  of 
fever  and  of  local  rigidity,  ami  the  presence  of  hematuria. 

Acute  Inflammation  of  the  Qall-bladder. — Pain  and  tender- 
ness in  the  right  hypochondrium,  a  smooth,  mobile  tumor, 
and  a  history  of  biliary  colic  would  suggest  this  condition. 

Tubal  Disease.— The  history  and  results  of  pelvic  exami- 
nation will  usually  prevent  an  error  in  diagnosis. 

Prognosis. — The  prognosis  depends  on  the  ty|>e.  The 
average  mortality  is  about   14  per  cent 

Treatment. — The  patient  should  be  kept  in  bed  at 
absolute  rest.  The  diet  should  be  restricted  to  small  quan- 
tities of  bland  liquids— milk,  albumin-water,  and  broths. 
Constipation  is  best  relieved  by  enemas  of  warm  water. 
Locally,  cold  or  heat  may  be  applied,  according  to  the  sen- 
sations of  the  j:>atient.  If  the  pain  is  ^^xy  severe,  morphtn 
may  be  administered  hypodermically ;  only  the  minimum 
amount  necessary  to  afford  a  measure  of  relief  is  to  be  used, 
however,  as  by  obscuring  the  symptoms,  the  drug  prevents 
an  accurate  study  of  tlie  progress  of  the  case. 

An  operation  should  be  urged — (l)  At  once  in  all  cases 
in  which  the  onset  is  very  severe,  the  symptoms  inilicating 
special  severity  being  marked  right-sided  tenderness  and 
rigidity,  distention,  and  vomiting,  with  or  without  fever; 
(2)  in  cases  of  moderate  severity  which  manifest  no  improve- 
ment after  the  lapse  of  forty-eight  hours  ;  and  (3)  m  cases  in 
which  the  symptoms,  after  decided  improvement,  return. 
On  the  contrary,  operation  is  rarely  required,  at  least  during 
the  attack — (1)  In  cases  of  a  mild  t\'pe,  in  which  the  pain  is 
unaccompanied  by  rigidity,  distention,  nausea,  or  vomiting; 
and  (2)  in  cases  of  moderate  severity  in  which  improvement 
is  noticeable  within  forty-eight  hours.      Operation   during 


4 


INTESTINAL   OBSTRUCTION, 


8l 


INTESTINAL  OBSTRUCTION, 

illeuB. ) 


the  quiescent  stage,  when  the  element  of  danger  is  almost 
entirely  removed,  is  to  be  recomnieiided — (i)  When  an 
acute  attack  has  been  followed  by  persistent  tumefaction 
and  tenderness,  intestinal  disturbances,  or  impairment  of  the 
general  health ;  (2)  when  there  have  already  been  two 
attacks,  even  of  moderate  severity ;  and  (3)  when  mild 
attacks  occur  with  such  frequency  as  to  induce  disability. 

I  Intestinal  obstruction  may  be  either  acute  or  chronic. 
The  chief  causes  of  the  atute  form  are;  (i)  Strang:ulat:ion  ; 
(2)  intussusception  ;  (3)  volvulus ;  (4)  impaction  of  foreign 
bodies  or  gall-stones  ;  (5)  paresis  of  the  intestine ;  (6)  con- 
genital malformation  or  stricture. 

Chronic  obstruction  may  be  due  to— (i )  Impaction  of  feces ; 
(2)  stricture;  {3)  tumors  of  the  bowel  or  of  neighboring 
organs. 

Symptoms  of  Actite  Obstmction, — (i)  Sudden  ab- 
dominal pain — at  first  paroxysmal,  but  later  continuous; 
(2)  constipation,  soon  becoming  absolute;  (3)  vomiting,  per- 
sistent and  ultimately  of  a  stercoraceous  character;  (4)  ab- 
dominal distentitm  ;  (5)  visible  peristaltic  waves  ;  (6)  col- 
lapse, indicated  by  pinched  features,  sunken  eyes,  a  cold, 
clammy  surface,  and  a  frequent  feeble  pulse. 

Ssrmptoms  of  Chronic  Obstmction.— The  symptoms 

usually  develop  gradually.     Acute  symptoms  may  appear, 

however,  when  the  occlusion  becomes  complete.     The  chief 

aturcs  arc  intractable  constipation,  colicky  pains,  distention 

f  the  abdomen,  and  gradual  failure  of  health.     The  stools 

ay  be  ribbon-shaped  or  in  the  form  of  scybalous  masses, 

nd  are  sometimes  coated  with  mucus  and  blood.     Vomit- 

ng  is  not  common. 

iagnosls. — Early  vomiting,  slight  distention,  suppres- 
y{  urine,  and  rapid  collapse  point  to  an  obstruction  high 
in  the  smnii  ifitrsfine. 

AcQte  Qeneralized  Peritonitifl.^ — ^The  history,  early  appear- 
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ance  of  fever  and  of  JifTuse  tenderness,  signs  of  effusion,  and 
absence  of  stcrcoraceous  vomiting  will  indicate  peritonitis. 

Strangulatioii. — This  often  occurs  in  external  hernia,  \\  hen 
it  can  be  recognized  by  ati  examination  of  the  inguinal, 
femoral,  and  umbilical  rings, 

luii'rNd/  straN^itiatkm  is  very  common.  It  ma)^  be  due 
to  the  slipping  of  a  coil  of  intestine  under  bands  of  adhe- 
sions»  the  result  of  a  former  peritonitis,  or  under  Meckel's 
diverticulum  that  is  abnormally  attached  to  the  abdomitial 
wall,  or  through  a  slit  in  the  omentum  or  mesenter>%  the 
foramen  of  W'inslnw,  or  the  dia[jhragm.  It  usually  occurs 
in  young  adults  ;  there  is  often  a  history  of  injury  or  of  peri- 
tonitis, and  the  synij>loms  are  very  acute. 

Intussusception  or  Invafiiuition. — This  is  the  slipping  of  a 
portion  of  the  intestine  into  the  part  immediately  below  it. 
It  occurs  especially  in  children.  Its  exciting  cause  is  proba- 
bly irregular  peristalsis,  whereby  one  part  "f  the  bowel  is 
constricted  while  the  adjoining  part  is  dilated.  The  usual 
seat  is  the  ileocecal  region. 

Multiple  inv^aginations  are  frequently  found  postmortem, 
which  have  resulted  from  the  irregular  peristalsis  occurring 
just  before  death  ;  they  possess  no  inflammatory  character- 
istics. In  invaginations  not  cadaveric  the  parts  are  injected, 
swollen,  and  covered  with  lymph. 

The  age  of  the  patient,  the  sudden  abdominal  pain,  the 
vomiting,  the  passage  with  tenesmus  of  mucus  and  bloody 
feces,  and  the  presence  of  a  sausage-shaped  tumor  in  the 
region  of  the  ascending  colon  are  the  diagnostic  features. 
Occasionally  the  invaginated  portion  can  be  felt  in  the 
rectum. 

Death  usually  results  from  gangrene,  peritonitis,  or  col- 
lapse. A  favorable  termination  sometimes  results  from  the 
escape  of  the  incarcerated  part,  or  by  a  sloughing  off  of 
the  strangulated  portion  and  adhesion  of  the  serous  surfaces. 

Volvulus  or  Twist  or  Knot  of  the  Bowel. — Volvulus  occurs 
mcst  comninnly  in  middle-aged  nRii.  The  usual  seat  is  the 
sigmoid  Oexure.  A  relaxed  and  lengthened  mesenter\'  is  a 
predisposing  factor.  It  cannot  be  recognized  with  certainty 
without  abdominal  section. 
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^B  Impaction  of  Foreipi  Bodies.^ — Foreign  bodies  swallowed 
^1  by  accident  or  dcsij^Mi,  gall-stones,  or  enteroliths  may  cause 
'^r  acute  intestinal  obstruction.     The  history  may  aid  in  the 

diagnosis. 
^      Gall-stone  ileus  is  most  frequently  met  with  in  women 
^P  after  the  fiftieth  yean     The  ileocecal  region  is  the  usual  seat 
of  the  obstruction. 

Paresis  of  the  BoweL — This  occa.sionally  develops  idio- 
pathically  in  nervous  women.  It  may  also  result  from  peri- 
tonitis, AW  abdominal  operation,  the  reduction  of  a  hernia,  or 
traumatism. 

Oongenital  Malformation. — This  rare  form  of  obstruction 
usually  consists  in  an  imperforate  condition  of  the  anus  or 
rectum.     It  may  be  recoj^nized  by  dii^ital  e.^amination. 

Imi»action  of  Feces, — This  may  occur  at  any  age,  but  it  is 
most  often  seen  in  persons  past  midtllc  life.  The  usual  seat 
of  the  impaction  is  the  rectum  or  colon.  The  condition 
may  be  recognized  by  the  gradual  onset  of  the  symptoms. 
the  history  of  habitual  constipation,  and  by  the  presence  of 
a  fecal  mass  in  the  rectum  or  of  an  irregular,  painless, 
doughy  tiiinor  in  the  region  of  the  colon. 

Stricture  and  Tumors, — Cicatricial  contraction  may  re- 
sult from  syphilitic,  tuberculous,  or  dysenteric  ulceration* 
The  rectum  is  the  part  most  frequently  involved.  The 
most  common  tumor  of  the  bowel  is  cancer.  It  is  usually 
seated  in  the  rectum.  The  diagnosis  may  be  established 
by  the  history  of  the  case,  the  gradual  onset  of  obstructive 
symptoms,  impairment  of  health,  painful  ilefecation,  the  size 
and  form  of  the  stools,  the  presence  i>f  blood  and  pus  m  the 
stools,  and  the  results  of  a  physical  examination. 

Treatment. — Acute  Obstruction, — Food  by  the  mouth 
should  be  withheld.  Ice  may  be  given  to  quench  thirst 
Nutritive  enemata  should  be  employed  in  the  weak.  Cathar- 
tics arc  con  traiudicatctL  Pain  is  best  relieved  by  warm  appli- 
cations and  the  administration  of  morphln  hypodemiically. 
Washing  out  the  stomach  three  or  four  times  daily  is  rec- 
ommended for  the  persistent  vomiting.  Distention  of  the 
large  bowel  with  warm  water  or  gas  should  be  practised  in 
doubtful  cases  and  intussusception.     It  is  best  done  under 
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anesthesia  with  the  patient  in  knee-elbow  position.  After 
failure  with  these  methods  operation  should  not  be  de- 
layed ;  the  earlier  its  performance,  the  greater  the  chance 
of  success. 

Chronic  OSs/nwtw/i. -^Thc  treatment  will  vary  with  the 
cause.     Surgical  interference  h  frequently  required. 

In  fecal  impaction  injections  of  warm  water,  of  oil  (4  to  6 
fluidouncesj,  or  of  aqueous  solutions  of  ox*gall  (2  drams  to 
I  pint)  are  efliciciit.  Salines  may  be  administered  by  tJie 
mouth.  Massage  is  sometimes  useful.  Hard  rectal  accu- 
mulations may  have  to  be  removed  by  the  fingers  or  a 
suitable  scoop. 


ANIMAL  PARASITES. 
CESTODES  OR  TAPEWORMS. 

Varieties. — 'Fa-nia  solium;  Taenia  saginata;  Bothrio* 
cephahis  hit  us;  Taenia  echinococcus. 

I/ife  History. — The  eggs  of  the  tape-worm  are  ingested 
by  animals  (the  intermediaiy  host),  and  embryos  or  prosco- 
lices  are  liberated  in  the  stomach;  these  migrate  to  the 
muscles  or  organs,  where  they  become  transformed  into 
encysted  larvae  or  scolices.  The  encysted  laiva:  are  known 
as  cysticerci  or  "measles."  When  flesh  infested  with  cysti- 
cerci  is  eaten  by  man  (the  host),  the  scolex  is  liberated,  fas- 
tens itself  to  the  nnicous  membrane  of  the  bowel,  and 
rapidly  develops  into  a  mature  worm. 

Taenia  Solium.^ — This  worm  exists  in  the  larval  state  in  the 
hog.  The  mature  worm  is  two  or  three  yards  in  length. 
Its  head»  which  is  the  size  of  a  pin-head,  is  provided  with 
four  pigmented,  cup-like  suckers,  surrounded  by  a  double 
row  of  booklets,  and  is  attached  to  the  body  by  a  thread- 
like neck.  The  sexual  orifice  is  in  the  center  of  the  broad 
surface  of  the  segment.     This  parasite  is  rare  in  America. 

Tenia  Saginata  or  Mediocanellata. — The  larval  form 
occurs  in  the  ox.  The  mature  worm  is  five  or  six  yards  in 
length.  The  head  is  larger  than  that  of  the  Taenia  solium, 
and  has  four  large  suckers,  but  no  booklets.  The  segments 
are  fatter,  and  the   uterine  branches  are  finer  and  more 
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numerous  than  in  the  Taenia  solium.  It  is  the  common  tape- 
worm of  this  country'. 

Botbriocephalus  Latus. — ^The  intermediate  host  is  some 
form  of  fish  (pike).  The  adult  worm  is  from  five  to  ten 
yards  in  length.  The  head  is  flattened  and  club-shaped, 
presents  two  groove-hkc  suckers,  but  is  without  booklets. 
This  worm  is  frequent  in  certain  parts  of  Europe,  but  it  is 
rare  in  America, 

Tenia  Echinococcug. — ^This  worm  in  its  adult  form  occurs 
in  the  intestine  of  the  do^ ;  in  man  it  appears  only  in  the 
larval  condition  (sec  Hydatid  Cysts  of  the  Liver). 

SymptOtns. — In  many  cases  there  are  no  subjective 
symptoms.  Sume  patients,  however,  present  the  symptoms 
of  dyspepsia,  bulimia,  colicky  pains,  progressive  emaciation, 
ajiemia,  and  certain  reflex  manifestations— vertigo,  palpita- 
tion, itching  of  the  nose,  spasms,  and  choreic  movements. 
The  diagnosis  rests  on  the  discovery  of  the  tenia  segments 
or  eggs  in  the  stools. 

The  bothrioccphalus  may  produce  a  very  severe  anemia, 
which  has  been  ascribed  to  the  secretion  of  substances 
having  a  destructive  action  on  the  red  blood-cells. 

Treatment. — By  way  of  preparatory  treatment  it  is  ad- 
visable to  restrict  the  diet  for  a  day  or  two  to  liquids  and  to 
empty  the  bowel  as  completely  as  possible  by  saline  purges. 
The  best  anthelmintics  are  oleoresin  of  aspidium  (^  to  t 
dram),  pumpkin  seed  (2  to  3  ounces),  and  pclletierin  (5  to  8 
grains). 

R,     Oleoresinse  aspidii    .........  f^ss 

Pulveria  ncaci.x»  et  sacchari  .    .  aa  q,  s. 

Aquae  cinnamomi    ,    .    .    ,    .    q.  s.  ad  f^ij. — M. 

SlO.— One  tabtespoonfal,  to  be  repeated  if  necessary* 

A  purge  should  be  given  a  few  hours  after  the  anthel- 
mintic. The  treatment  is  successful  only  when  the  head  of 
the  worm  is  passed. 


r. 

»         rriin' 


NEMATODES  OR  ROUND^WORMS. 
Ascaris     I^uinbricoides     ( Common     Round-worm), — 
Round-worms  develop  from  eggs  which   have  entered  the 
body  through  water  or  food.     They  are  of  a  brownish  or 
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pinkish  color,  and  in  form  resemble  earth-worms.  They 
occupy  the  small  intestines,  but  occasionally  migrate,  en- 
tering the  stomach,  bile-ducts,  and  i;ven  the  larynx.  They 
are  most  commonly  found  in  children. 

Symptoms. — Often  absent.  Sometimes  there  are  dys- 
pepsia, mucous  stools,  colicky  pains,  voracious  appetite, 
anemia,  and  reflex  nervous  phenomena — nij^dit-terrors,  grind- 
ing of  the  teeth,  pruritus  of  nose  and  anus,  choreic  move- 
ments, and  convulsions. 

Treatment.^Santontn  (|— J  grain);  wormseed  oil  (lo 
drops  in  capsule  or  on  sugar) ;  fluid  extract  uf  spigelia  (i  to 
3  fluidrams)  are  efficient  remedies.  The  anthelmintic  should 
be  followed  by  a  purge. 

B«     Sanlonini ,....,  gr.  vj 

Hydrargyri  cblorifli  mius    ......  gr.  vj 

Sacchari    , gr.  xxiv, — M, 

Fiant  in  chartular  No,  xij, 

Sin. — <  Ine  piwil^^r  nit^rfving  and  evening.  (STARR.) 

Oxjniris  Vermicularis  {Scat'Worm;  FHn<oorm\ — Pin- 
worms  are  from  one-eighth  to  one-half  inch  in  length.  They 
are  most  commonly  seen  in  children,  infection  probably  taking 
place  through  water  or  green  vegetables.  They  occupy  the 
rectum  and  ct»Ion,  and  are  often  present  in  great  numbers. 
They  protluce  intense  itching,  particularly  at  night. 

Treatment. — Copious  injections  of  a  culd  infusion  of 
quassia  (i  ounce  to  t  pint)  or  of  a  solution  of  sodium  chlorid 
(l  dram  to  i  pint)  usually  prove  successful.  In  obstinate 
cases  anthelmintics  (santonrnor  chcnopodium) should  be  given 
by  the  mouLh,  Care  should  be  taken  to  present  reinfection 
with  the  eggs,  which  are  produced  in  large  numbers. 

Undnaria  Buodenalis  (Ankylostoma  Duodenale) 
and  XJncinaria  Americana.— These  are  hook-worms  of 
the  genus  Uiutnarui,  measuring  from  8  to  1 6  mm.  in  length" 
The  former  prevails  in  the  old  world  and  the  latter  in 
America.     Their  habitat  is  the  small  intestine. 

Uncinariasis  or  ankylostomiasis  is  a  common  disease  in 
tropical  and  subtropical  countries.  In  temperate  regions  it 
prevails  chiefly  among  miners.  It  is  believed  that  the  para- 
sites may  enter  the  body  either  through  the  medium  of 
drinking  w^ater  or  directly  through  the  skin.    Anemia,  more 
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or  less  severe,  is  the  chief  symptom.  There  Is  nearly  always 
a  well-marked  eosinophilia.  Digestive  disturbances  may 
also  be  present.  The  diagnosis  rests  upon  the  discovery  of 
the  ova  in  the  stools. 

Treatment. — Thymol,  in  doses  of  30  grains,  repeated  in 
two  hours,  and  followed  by  a  purgative,  is  almost  a  specific. 

Filaria  Sanguinis  Hommis*— A  small  thread-like 
worm,  must  commonly  seen  in  warm  climates.  The  adult 
occupies  the  lymphatics,  and  the  female  brings  forth  a  great 
number  of  actively  motile  embiyos,  which  soon  find  their 
way  into  the  blood-current  It  is  a  curious  fact  that  the 
embryos  are  found  in  the  blood  only  at  night.  The  me- 
dium of  infection  is  the  mosquito,  which  probably  carries 
the  embryo  from  the  blood  to  the  drinking-water. 

Symptoms. — Chyluria,  hematyria, elephantiasis,  and  lymph- 
scrotum  may  result  from  occlusion  of  the  lymphatic  vessels^ 

Treatment. — Thymol  (3  to  5  grains)  and  methylcne-bluc 
(l  t<^  3  grains)  have  been  used,  but  they  are  rarely  effi- 
cacious. 

Trichina  Spiralis. ^ — This  is  a  small  worm  jderived  from 
the  hog.  Man  is  infected  by  eating  insufficiently  cooked 
pork  containing  the  encapsulated  larvae.  The  worm  is  set 
free  in  the  stomach,  where  it  tlevelops  and  brings  forth  h'ving 
embryos  in  immense  numbers.  These,  entering  the  bowel, 
soon  migrate  into  the  muscles,  where  they  develop,  coil 
I  themselves  up.  and  become  encapsulated.  Trichinous  cap- 
|:sules,  impregnated  with  lime-salts,  are  visible  to  tiie  naked 
eye,  and  are  sometimes  dt^tected  accidentally  at  autopsies. 

Symptoms  of  TricMniasia  (TricMnosis). — No  decided  symp- 
toms develop  unless  the  parasites  have  been  ingested  in  large 
numbers.  In  well-marked  cases  gastro-intestinal  disturb- 
ances apjjearon  the  second  or  third  day.  These  disturbances 
consist  in  ctlit ky  pains,  nausea,  vomiting,  and  serous  diar- 
rliea. 

In  froiti  Miic  to  two  weeks  symptoms  of  an  acute  myositis 
tdevelop,  characterized  by  severe  muscular  pains  and  sore- 
ness, edema,  beginning  in  the  face,  sweating,  and  fever. 
Hoarseness  and  dyspnea  may  occur  from  involvement  of 
le  larynx  and  diaphragm. 

Leukocytosis  is  marked,  the  eosinophilic  cells  being  cspe- 
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daily  increased.  In  certain  cases  the  symptoms  closely 
resemble  those  of  typhoid  fever.  In  f  ivorable  cases  recov- 
ery is  effected  in  froni  two  to  eight  weeks. 

Diagnosis. — Tirphoid  Fever. — The  history,  the  presence 
of  eosinophilia,  of  intense  muscular  soreness,  of  edema,  of 
parasites  in  the  stools  or  in  a  fragment  of  muscle  removed 
from  the  arm,  and  the  absence  of  a  typical  rash  and  of  the 
Widal   reaction  will  lead  to  a  correct  dt*ignosis. 

Muscular  Eheumatism.— The  histor>%  the  presence  of  gas- 
tro'intestinal  symptoiiis,  of  edema,  and  of  eosinophilia  will 
suggest  trichiniasis. 

Prognosis* — This  depends  upon  the  number  of  worms 
ingested.  Early  diarrhea  is  favorable.  The  mortality  ranges 
from  5  to  30  per  cent. 

Treatment. — The  most  efficient  prophylactic  measure 
is  the  thorough  cooking  of  all  pork  products.  In  the  first 
stage  cathartics  are  indicated.  Antlielmintics — santonin, 
aspidium^and  thymol — have  been  recommended  After  mi- 
gration, the  indications  are  to  relieve  pain  by  means  of  opiates, 
hot  baths,  and  warm  embrocations,  and  to  support  the 
strength  by  concentrated  liquid  diet  and  stimulants. 
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HEMORRHAGE  INTO  THE  PANCREAS 
Etiology* — Hemorrhage  into  the  pancreas  may  result 
from  traumatism.  It  may  be  due  to  passive  congestion,  to 
hemorrhagic  diseases  (scurv>%  purpura,  etc.),  or  to  acute 
infections.  It  is  very  commonly  associated  with  organic 
disease  of  the  pancreas — acute  pancreatitis,  arteriosclerosis, 
cysts,  and  cancer. 

Symptoms. — Sudden  severe  pain  in  the  epigastrium, 
vomiting,  tympanites,  dyspnea,  and  collapse  are  the  chief 
symptoms.  The  diagnosis  can  rarely  be  made  with  certainty. 
Prognosis. — ^Most  cases  prove  fatal  within  twenty-four 
or  thirty-six  hours,  death  being  due  to  an  arrest  of  the 
heart  from  injury  to  the  celiac  plexus  (Zenker)  or  semilunar 
ganglion  (Friedreich).     Pancreatitis,  cyst  of  the  pancreas. 


ACUTE  PANCREATITIS, 


Complete  recov- 


and  peritonitis  are  possible  terminations. 
cry  is  rare. 

Treatment.  —  Morphin  is  required  for  the  pain,  and 
stimulants  for  the  collapse.  If  the  patient  survives  the 
initial  collapse  and  symptoms  of  suppuration  develop, 
operation  is  indicated. 


ACUTE  PANCBlEATrnS. 

Varieties, — Hemorrhagic,  suppurative,  and  gangrenous. 

Etiology. — (i)  This  may  result  from  gall-stone  impac- 
tion, bile  being  retrojected  into  the  pancreatic  duct ;  (2^ 
from  inflammatory  affections  m  neighboring  parts — ^gastro- 
duodcnal  catarrh,  gastric  ulcer,  or  cancer ;  (3)  from  general 
infections — specific  fevers  and  pyemia ;  (4)  from  traumatism. 
The  immediate  cause  is  bacterial  infection. 

Pathology. — In  the  hemorrhagic  form  the  organ  is 
irregularly  enlarged  and  the  seat  of  hemorrhagic  extrava- 
sation. Opaque,  white  spots  of  a  tallowy  consistence  are 
frequently  found  in  the  interlobular  tissue,  omentum,  and 
surrounding  parts,  and  represent  areas  oi  fat  necrosis. 

In  suppurative  pancreatitis  there  may  be  multiple  abscesses 
or  one  large  collection  of  pus.  More  or  less  extensive 
areas  of  necrosis  are  found.  Thrombosis  of  the  portal  and 
splenic  veins  is  frequently  encountered.  Pancreatic  abscesses 
may  become  encapsulated  or  they  may  rupture  into  the 
peritoneum,  stomach,  or  duodenum. 

Gangrenous  pancreatitis  is  usually  secondary  to  one  of  the 
other  varieties. 

Symptoms. — The  chief  symptoms  are  sudden  intense 
pain  in  the  epigastrium,  distention  of  the  epigastrium,  vom- 
iting and  collapse,  followed  in  suppurative  cases  by  irregu- 
lar fever,  constipation,  slight  jaundice,  delirium,  and  rapid 
loss  of  weight. 

Diagnosis. — Intestiiial  Obstnictioii.— In  this  condition 
the  onset  is  usually  less  severe,  fecal  vomiting  is  common, 
pain  and  distention  are  less  frequently  limited  to  the  epigas- 
trium, and  constipation  is  absolute,  not  even  flatus  bcingpassed. 

The  history  will  sometimes  serve  to  diffbrcntiate  the  con- 
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dition  from  ifiiuiry  coiu\  ptrforatUtg  gastric  ulca\  and  the 
effects  of  an  irritant  poison. 

Prognosis.  — Very  unRivorable.  The  duration  varies 
from  a  day  or  two  in  the  hemorrha^'ic  form,  to  several 
weeks  in  the  chronic  sup()urative  variety.  Recovery  may 
follow  operation  ur  rupture  of  tlie  abscess  into  the  boweL 
It  may  rarely  end  m  clrronic  pancreatitis. 

Treatment.^Operation  after  the  initial  collapse  offers 
some  hope  of  cure. 

CHRONIC  PANCREATITIS. 
(Cirrliosis  of  tiie  Pancreas.) 

Etiology. — It  may  result — (l )  From  closure  of  the  pan^ 
creatic  duct  by   gall-stones  impacted  in  the  commnn  bile- 
duct;  (2)  from  extension  of  inflammation  in  gastroduodenal 
catarrh   or  pyloric   ulcer;  (3)  from  syphilis  or  alcoholism; 

(4)  from  sclerosis  of  the  pancreatic  arteries,  and,  possibly, 

(5)  from  acute  pancreatitis. 

Pathology.— The  chief  lesions  are  an  overgrowth  of  the 
fibrous  tissue  and  more  or  less  degeneration  or  atroph}'  of 
the  cellular  elements. 

Symptoms. — The  symptoms  are  obscure.  Flatulent 
dyspepsia,  paroxysmal  epigastric  pain,  a  tendency  to  diar- 
rhea, and  slight  jaundice  are  the  usual  features.  Albu- 
minuria and  glycosuria  may  occur.  Fatt>'^  stools  have  been 
noted  in  a  few  instnnces.  When  the  islands  of  Langerhans 
are  involved  in  the  degenerative  process,  the  symptoms  of 
diabetes  millifns  develop. 

Prognosis. — The  disease  runs  a  slow  course.  If  glyco- 
suria develops,  the  outlook  is  more  grave. 

Treatment, — The  use  of  fats  and  starches  should  be 
restricted.  Carbonated  waters  are  said  to  increase  pan- 
creatic secretion.  Pancrcatin  is  recommended.  Surgical 
treatment  offers  a  good  chance  of  recovery  in  gall-stone 
cases. 

CANCER  OF  THE  PANCREAS. 

Etiology,~The  disease  most  frequently  occurs  in  males 
past  forty  years  of  age. 
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Pathology. — Pancreatic  cancer  is  usually  primary ;  it 
generally  invuUes  the  head  of  the  glaad,  and  is  commonly 
of  the  scirrhous  variety. 

Symptoms. — These  include  disturbances  of  digestion, 
rapid  loss  of  flesh  and  strength^  anemia,  intense  deep-seated 
epigastric  pain,  and  the  presence  of  a  tumor.  The  latter  is 
usually  found  a  little  above  the  navel ;  it  is  but  slightly 
movable,  deep  seated,  and  often  pulsatile  from  its  relation  to 
tiie  aorta.  The  pain  often  occurs  in  paroxysms,  especially 
at  night,  and  may  be  associated  with  the  symptoms  of  col- 
lapse. Progressively  increasing  jaundice^  with  enlargement 
of  the  gall-bladder,  is  a  frequent  symptom,  and  results  from 
the  pressure  of  the  tumor  upon  the  common  bile-duct. 
Pressure  on  the  portal  vein  may  cause  ascites.  Glycosuria 
is  an  occasional  symptom.  The  stools  rarely  contain  free 
fat,  but  the  presence  of  abundant  undigested  muscular  fibers 
in  the  dejections  in  the  absence  of  diarrhea  is,  according  to 
Fitz,  highly  suggestive. 

Diagnosis*— Gastric  cancer.  In  this  condition  the 
tumor  is  mme  freely  movable,  is  usually  associated  with 
dilatation  of  the  stomach  and  with  marked  gastric  symptoms. 
Pain  is  not  nsually  so  severe.     Jaundice  is  rare. 


k 


CYSTS  OF  THE  PANCREAS, 

Varieties. — (1)  Retention  cysts  from  impaction  of  a  cal- 
culus, stricture,  or  tumor;  (2)  apoplectic  cysts  from  hemor- 
rhagic extravasation  ;  (3)  hydatid  cysts  ;  (4)  congenital  cysts ; 
(5)  proliferation  cysts  (carcinomatous  or  adenomatous). 

Pathology. — Pancreatic  cysts  may  be  single  or  multiple. 
They  lie  behind  the  stomach,  and  may  contain  from  a  few 
ounces  to  several  gallons  of  a  grayish  or  brownish,  viscid 
fluid,  of  an  alkaline  reaction,  of  a  specific  gravity  between 
loio  and  1024,  and  presenting  the  characteristics  of  pancre- 
atic secretion. 

Symptoms. — These  are  very  variable,  the  most  common 
being  epigastric  pain,  vomiting,  constipation,  or  diarrhea, 
disturbances  of  digestion,  loss  of  flesh,  and  occasionally  in- 
testinal hemorrhage.      Free  fat  and  much  undigested  mus- 
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cular  fiber  may  be  found  in  the  stools  and  sugar  in  the 
urine.  Physical  examination  often  reveals  i[i  the  upper  part 
of  the  abdomen  a  smooth,  elastic,  fluctuating  tumor  which 
on  aspiration  yields  a  fluid  capable  of  emulsifying  fats,  of 
converting  starch  into  sugar,  and  of  digesting  albumin. 

ProgTiosis  and  Treatetent.-^The  prognosis  is  guard- 
edly favorable  under  operative  treatment. 

PANCREATIC  CALCULI. 

Pancreatic  calculi  are  probably  due  to  altered  glandular 
secretion  or  infection.  Their  passage  through  the  duct 
excites  pafureatic  ci>iu\  the  symptoms  of  which  resemble 
biliary  colic,  but  the  pain  is  more  apt  to  radiate  to  the  left 
and  is  unattended  with  jaundice.  The  coexistence  of  glyco- 
suria with  fatty  stools,  and  the  discovery  in  the  stools  of 
concretions  containing  chiefly  carbonate  or  phosphate  of 
lime,  would  confirm  the  diagnosis. 


DISEASES  OF  THE  LIVER 

The  liver  is  situated  in  the  right  hypochondrium,  with  a 
small  part  projecting  through  the  epigastrium  to  the  left 
hypochondrium. 

Area  af  Liver  Dulncss. — The  absolute  dulness  (part  un- 
covered by  fung)  extends  in  the  mamnjary  line  from  the 
upper  border  of  the  sixth  rib  to  the  costal  margin  ;  in  the 
axillary  line,  from  the  seventh  rib  to  the  eleventh  rib;  in 
the  scapular  line,  from  the  ninth  rib  to  the  eleventh  nb;  in 
the  median  line,  the  upper  border  is  lost  in  the  cardiac  dul- 
ness, while  the  lower  border  lies  midway  between  the  ensi- 
form  cartilage  and  the  umbilicus.  Slight  dulness  in  the 
mammary  line  begins  at  the  fifth  rib. 

Palpation. — Palpation  of  the  liver  is  practised  to  determine 
position,  size,  form,  and  consistence  and  to  detect  any  ten- 
derness or  pulsation. 

Conditiom  in  which  the  titter  is  palpable : 

I.  In  thin  subjects  the  ^^^'^  is  sometimes  palpable  under 
normal  conditions. 
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2.  In  very  young  children  in  whom  the  liver  is  always 
proportionately  large. 

3.  In  depression  of  the  liver,  as  by  a  pleural  effusion  or 
by  a  cons(ilidated  lung. 

4.  When  the  suspensory  ligaments  are  relaxed  and  the 
liver  "  wanders," 

_.       5.  In  enlargement  of  the  organ  from  any  cause. 

Pp     6.  In  certain  abnormalities  of  form,  as    in  the  "  corset 

"^liver/* 

Superficial    Irrcgutariiies, — Small    irregularities   may   be 

t noted  in  cancer  of  the  liver,  syphilis  of  the  liver,  and  very 
rarely  in  atrophic  cirrhosis. 
Large  prominences  are  sometimes  noted  in  tumors,  ab- 
scesses^  and  hydatid  cysts. 

Consistence. — The  liver  is  firm  to  the  touch  in  hypertro- 
phic cirrhosis,  cancer,  congestion,  leukemic  infiltration,  and 
amyloid  disease.     In  abscess  and  hj'datid  disease  the  resist- 

»ance  is  less  marked  and  sometimes  fluctuation  can  be  noted. 
Tenderness. — The  liver  is  tender  in  congestion,  abscess » 
cancer,  hypertrophic  cirrhosis,  and  in  affections  complicated 
with  perihepatitis. 

Pulsation  may  be  detected  in  the  venous  congestion  result- 
ing  from  tricuspid    regurgitation,  in  abdominal   ancur^'sm, 
and  in  tumors  of  the  left  lobe  resting  on  the  aorta. 
Percussion. — Percussion  determines  size  and  resistance, 
^H       The  liver  is  uniformly  enlarged  in  :  (1)  Congestion,  active 
^■and  passive.     (2)  Fatty  infiltration.     (3)  Amyloid  infiltration. 
(4)    Hypertrophic     cirrhosis.      (5)    Leukemic     infiltration. 
,      (6)   Infiltrating   carcinoma. 

P      Irregular  enlargements  of  the  liver  are  noted  in  :  ( r)  Can- 
cer.    (2)  Abscess.     (3)  Hydatid  disease.     (4)  Syphilis. 
The  liver  is  diminished  in  size  in  :  (i)  Atrophic  cirrhosis, 

klate  stage,  (2)  Fatty  degeneration.  (3)  Acute  yellow 
atrophy.  (4)  Senile  atrophy.  The  area  of  hepatic  dulness 
tnay  be  diminished  from  certain  extrinsic  causes,  namely, 
pulmonary  emphysema,  excessive  tympanites^  and  perfora- 
tion of  the  stomach  or  bowel. 
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JAUNDICE  OR  ICTERUS.^ 

Definitiotl. — Pignientation  of  the  tissues  and  secretions 
with  bile-pigments. 

Varieties*-^  I )  Obstructive  jaundice.  (2)  Toxemic  jaun- 
dice. 

Etiology  of  Obstructive  Jaundice,— Obstruction  to 
the  outflow  of  bile  leads  to  its  accumulation  and  reabsorp- 
lion. 

Obslructunf  may  be  due  to  the  following  causes: 

I-  Stricture  of  the  bile-duct,  congenita!  or  acquired. 

2.  Catarrh  of  the  bile-ducts  or  of  the  duodenal  mucous 
membrane  around  the  orifice  of  the  ductus  choledochus, 

3.  Foreign  bodies  in  the  ducts,  as  f^all-stones  or  parasites. 

4.  Tumors  of  the  liver  or  nf  adjacent  viscera  compressing 
the  ducts.  h>ca!  accumulations,  a  pre<rnaut  uterus,  and  dis- 
placed organs  may  similarly  ccmiprcss  the  ducts, 

5.  Spasm  of  the  bile-ducts.  This  has  been  advanced  as 
the  cause  of  the  jaundice  that  occasionally  follows  emo- 
tional excitement. 

Symptoms, ™T he  skin,  mucous  membranes,  and  secre- 
tions are  stained  yellow.  The  discoloration  is  usually  first 
noticed  in  the  conjunctivie.  The  stools  are  light,  the  urine 
is  dark,  and  in  bad  cases  resembles  [jorter.  The  pulse  is 
usually  slow,  and  the  temperature  slightly  subnormal.  There 
is  often  more  or  less  mental  depression,  and  in  chronic 
cases  delirium,  convulsions,  and  coma  occasionally  develop. 
Itching  of  the  skin  is  often  noted,  and  urticaria  is  a  com- 
mon complication.  In  grave  cases  subcutaneous  ecchy- 
moscs  may  appear. 

Diagfnosis. — Other  discolorations,  like  the  bronze  hue 
of  Addison's  disease  and  the  green  tint  of  chlorosis  may  re- 
semble jaundice,  but  in  these  cases  the  conjunctiva  remains 
white  and  the  urine  lacks  bile. 

Etiology  of  Toxemic  Jaundice. — This  form  of  jaun- 
dice may  result  from — ( i )  Certain  jx)isons,  as  toluylendi- 
amin,  phosphorus,  anilin,  chloroform,  and  snake  venom.  (2) 
Certain  general  diseases  of  infective  or  toxic  origin,  as  septi- 
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cemia,  acute  yellow  atrophy,  malana,  relapsing  fever,  and 
pernicious  anemia. 

In  toxemic  jaundice  there  is  also  obstruction,  but  it  is 
situated  in  the  minute  bile-ducts  instead  of  in  the  large 
ones.  The  chief  cause  of  the  obstruction  is  probably  catar- 
rhal inflammation  (cholani^itis),  excited  by  the  poisons  cir- 
culating in  the  blood,  although  extensive  destruction  of  the 
red  blood-cells,  which  leads  to  the  secretion  of  a  thick,  vis- 
cid bile,  rich  in  pigments  (polychromia),  may  be  a  con- 
tributing factor  in  some  cases. 

Symptoms. — These  are  much  the  same  as  in  obstruc- 
tive jaundice,  but  the  staining  of  the  skin  is  not  so  intense, 
the  stools  still  cuntain  bile,  and  the  constitutiunal  symptoms 
are  apt  to  be  more  severe. 
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ICTERUS  NEONATORUM  , 

Phydologic  kttfus  m  the  new-born  is  slight ;  according  to 
Quincke,  it  is  probably  due  to  the  passage  of  blood  rich  in 
bile-pigments  absorbed  from  the  bowel  directly  into  the 
vena  cava  by  way  of  the  ductus  arantii,  which  remains  patent 
for  several  days  after  birth. 

Pathologic  icterus  in  the  new-born  is  marked,  and  com- 
monly proves  fatal.  It  results  from  congenital  stricture  of 
the  conmion  bile-duct,  syphilis  of  the  liver,  or  septic  infec- 
tion through  the  unibilical  vein. 
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CHOLEMIA. 
I  Oliolesteremia ;  Acbolla:  Hepat&r^. 
le  term  cholemia  has  been  applied  to  a  group  of  symp- 
toms which  sometimes  arises  in  chronic  jaundice  and  in  dis- 
eases of  the  liver  characterized  by  extensive  destruction  of 
the  liver-cells,  such  as  acute  yellow  atrophy,  cirrhosis,  and 
cancer 

The  symptoms  of  cholemia  include  delirium,  convul- 
sions, stupor,  and  coma.  Subcutaneous  ecchymoses  and 
hemorrhages  from  mucous  membranes  are  also  frequently 
observed. 


DISEASES  OF  THE  DIGESTIVE  SYSTEM. 


The  cause  of  thig  condition  is  supposed  to  be  the  reten- 
tion in  the  blood  of  toxic  matters  which  the  hvcr  normally 
converts  or  eliminates. 


CATARRHAL  JAUNDICE, 


^ 


(Oatarrhal  Hepatitis;  Catarrhal  Angiocholitia ;  Catarrh  of  the 

Bile-ducts.  J 

Etiology. — (i)The  most  common  cause  is  the  exten- 
sion of  a  gastroduodenal  catarrh  into  the  ducts.  (2)  IVi- 
mary  inflammation  of  the  ducts  may  result  from  exposure 
to  cold  and  wet.  (3)  It  may  be  induced  by  irritation  from 
gall-stones,  (4)  It  may  be  infectious^  complicating  malaria, 
pneumonia,  relapsing  fever,  and  similar  diseases. 

Pathology, — ^The  large  ducts  are  particularly  affected  ; 
the  mucous  membrane  is  swollen  and  covered  with  tena- 
cious mucus.  When  the  gall-bladder  is  compressed,  bile  is 
ejected  through  the  duodenal  orifice  with  less  ease  than  is 
natural. 

Symptoms. — (l)  Symptoms  of  gastroduodenal  catarrh 
usually  precede.  These  are :  Coated  tongue,  anorexia,  fetid 
breath,  epigastric  distress,  vomiting,  and  perhaps  diarrhea. 
(2)  Obstructive  jaundice,  indicated  by  yellow  skin  and  con- 
junctivae, light  stools,  and  dark  urine,  is  a  constant  symp- 
torn,  (3)  In  acute  cases  there  is  slight  fever  with  swelling 
and  tenderness  of  the  liver. 

Diag^nosiS.— This  is  based  upon  the  acute  course,  the 
mild  character  of  the  symptoms,  the  history  of  preceding 
gastric  catarrh,  and  the  youth  of  the  patient. 

Prognosis. — Favorable.  It  rarely  becomes  chronic. 
The  average  duration  of  the  disease  is  from  two  to  six 
weeks. 

Treatment. — The  diet  should  be  simple  and  digestible. 
Fatty  and  saccharine  food  should  be  avoided.  Milk,  broths, 
eggs,  lean  meats,  oysters,  and  well-cooked  cereals  are  ad- 
missible. Sodium  phosphate  (i  dram  three  times  a  day), 
silver  nitrate  (J  grain  three  times  a  day),  and  ammonium 
chlond  (5  to  TO  grains  three  times  a  day)  are  of  value  in  re- 
lieving the  primary  gastroduodenal  catarrh.     In  obstinate 
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cases  nitroliydrochloric  acid  may  prove  beneficial.  Daily 
irrigation  of  the  colon  with  from  i  to  2  quarts  of  cold  water 
IS  sometimes  of  service.  Free  water-drinking  between  meals 
is  to  be  recommended.  Alkaline  mineral  waters  (Vichy, 
Vals,  Hathorn)  often  act  well. 

Chronic  catarrhal  jaundice  may  follow  repeated  acute 
attacks;  in  the  large  majority  ^y^  cases,  however,  it  is  a 
sequel  of  stenosis  of  the  common  bile-duct  from  gall-stones, 
stricture,  or  pressure  from  without.  A  constant  symptom 
is  chronic  jaundice.  In  some  cases  there  are  recurrent 
attacks  of  intermittent  fever  with  chills  and  sweating  (Char- 
cot's intermittent  hepatic  fever).  i)  ^^Ui^^^  ^ 

ACUTE  CHOLECYSTITIS.       ' 

Definition.^ Acute  inllainmation  of  the  gall-bladder. 

Btiology. — The  disease  is  always  infectious,  the  organ- 
isms most  commonly  present  being  the  colon  bacillus, 
typhoid  bacillus,  pneumococcus,  staphylococcus,  and  strepto- 
coccus. Injury  to  the  mucosa  by  gall-stones  is  an  important 
predisposing  factor.  It  is  not  an  uncommon  sequel  of 
typhoid  fever  and  pneumonia. 

Pathology. — The  inflammation  may  be  catarrhal  or 
suppu rativc.  Suppurative  cholecystitis  {intpycma  of  the  gall- 
biaddir)  is  usually  associated  with  purulent  inflammation  of 
the  bile-ducts,  and,  unless  promptly  relieved  by  operation, 
proceeds  to  ulceration  or  gangrene  and   general  peritonitis. 

Symptoms. — In  catarrhal  cases  the  symptoms  are 
slight  fever,  pain  in  the  hepatic  region,  tenderness  and 
enlargement  of  the  gall-bladder,  and,  occasionally,  jaundice. 
In  the  suppurative  form  there  arc  severe  paroxysmal  pain, 
a  sq^lic  type  of  fever,  leukocytosis,  enlargement  and  tender- 
ness of  the  gall-bladder,  and.  in  some  cases,  jaundice. 

Diagnosis. — It  must  be  distinguished  from  appendicitis^ 
stihphrcttic  abscess,  and  acute  pancreatitis.  The  discriminating 
features  are  the  histor\'  of  previous  cholelithiasis,  typhoid 
fever,  or  pneumonia,  and  the  locality  of  the  pain,  tenderness, 
and  swelling. 

Prognosis. — Ver>^  grave    \x\  suppurative  cases.      Early 
operation,  however,  offers  considerable  hope  of  success. 
T 
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CHOLEUTHIASIS. 

(Gall -at ones;  Biliary  Calculi.) 

Etiology. — Gall-stones  are  three  or  four  times  more 
common  in  women  than  in  men.  They  occur  most  fre- 
quently after  middle  life,  and  are  rarely  seen  before  twenty- 
five.  Sedentary  habits,  high  living,  tight  lacing,  obstruction 
of  the  ducts,  and  other  factors  that  favor  stagaation  and 
inspissation  of  the  Ijile  predispose  to  their  formation.  Their 
occurrence  alter  typhoid  fever  and  other  infections  is  not 
uncommon.  The  direct  cause  appears  to  be  a  microbic 
infection  of  the  gall-bladder,  in  consequence  of  which  ex- 
cessive quantities  of  cholcsterin  and  lime  are  excreted  by 
the  irritated  mucous  membrane  and  deposited  upon  des- 
quamated epithelium  or  clumps  of  bacteria. 

Pathology. — Gall-stones  may  be  found  in  the  ducts,  but 
in  the  large  majority  of  cases  they  originate  in  the  gall- 
bladder. There  may  be  one  or  5ftveral  hundred.  When 
multiple,  they  are  found  with  facets,  from  attrition.  The 
size  varies  from  that  of  a  grain  of  sand  to  that  of  a  large 
walnut.  The  color  varies  from  light  yellow  t*)  dark  green. 
The  chief  constituent  is  cholesterin,  but  bile-pigments  and 
lime-salts  also  enter  in  their  composition.  On  section,  they 
usually  present  a  concentric  arrangement. 

Events. — (i)  Gall-stones  often  remain  quiescent  in  the 
gall-bladder.  {2)  In  consequence  of  violent  expulsive 
efforts,  excited  by  irritation  of  the  gall-bladder,  they  may 
be  extruded  into  the  bowel,  intense  pain  {inlitirv  colic) 
marking  their  passage  through  the  ducts.  (3)  Instead  of 
making  a  complete  exit,  they  may  slip  back  into  the  gall- 
bladder or  they  may  become  impacted  in  the  cystic  duct, 
or,  more  often,  in  the  lower  part  of  the  common  duct.  (4) 
They  may  perforate  into  the  duodenum,  peritoneum,  lung, 
stomach,  or  kidney,  or  externally.  Perforation  may  be  fol- 
lowed by  stricture  of  the  ducts  or  by  fistulous  communica- 
tions between  the  ducts  and  the  gastro-intestinal  canal. 
Perforation  into  the  duodenum  is  not  a  rare  cause  of  intes- 
tinal obstruction.  (6)  Invasion  of  the  gall-biadder  with 
pathogenic  microbes  in  cases  of  cholelithiasis  is  not  infre- 
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quently  followed  by  suppurative  cholecystitis,  suppurative 
angiocholitis,  and  abscess  of  the  hver  (7)  The  prolonged 
irritation  by  calculi  may  ultimately  give  rise  to  carcinoma 
of  the  biliaiy  passa^c^. 

ISjrmptoms  of  Biliary  Colic— (i)  The  attacks  begin 
j^bruptly  with  intetise  pain  radiating  from  the  hypochondriac 
(region  to  the  right  shoulder.  There  are  usually  tenderness 
and  rigidity  over  the  gall-bladder.  Chill  and  fever  (102*^- 
1103^  R)  often  mark  the  onset.  The  symptoms  of  intense 
[pain  are  obvious — anxious  face,  cold  sweat,  feeble  pulse, 
Eind  vomiting.  Jaundice  may  follow  from  obstruction,  but 
it  is  often  absent.  If  the  stone  escapes,  it  may  subsequently 
be  found  in  the  stools.  The  attack  may  last  from  a  few 
^H  ht^uirs  to  several  days. 

^1  Diagnosis. — Renal  Colic. — In  this  affection  the  pain 
^Bradiates  from  the  lumbar  region  along  the  ureter  into  the 
^Mblridder  and  genitals.  Frequent  micturition  is  a  common 
^Bymptom.  There  is  no  jaundice.  Blood  or  the  stone  may 
^■•be  found  in  the  urine. 

Intestinal  colic  produces  pain  that  radiates  around  the 
^^mbilicus.  There  are  flatulence  and  borborygmi.  Jaundice 
^Ks  absent. 

Oastralcria. — Pain   is  over  the   whole  stomach,    does  not 

k radiate  to  the  shoulder,  and  is  relieved  by  pressure.  There 
k  no  jaundice. 

Gastric  TTlcer. — Pain  is  closely  related  to  eating.  There 
are  localized  tenderness  in  the  epigastrium,  hy|)eracidity, 
and  frequently  hematemesis. 
Symptoms  of  Obstruction  of  the  Cystic  Dtict. — 
obstruction  of  the  cystic  duct  may  be  followed  by  chole- 
stitis,  by  atrophy  of  the  gall-bladder,  or  by  dropsy  of  the 
■bladder  (hnirops  vcsuee  felUrX  In  the  last  condition 
le  gall-bladder  can  often  be  felt  as  a  pear-shaped,  elastic, 
lovable  tumor,  projecting  from  the  low^er  margin  of  the 
Jaundice  is  not  present,  and  subjective  symptoms 
ire  slight. 

Symptoms  of  Obstruction  of  the  Common  Duct. — 

tn  typical  cases  the  symptoms  are — (1)  Chronic  jaundice 

marked  variations  in  intensity  ;  (2)  pain,  also  sub- 


rail- 


lOO  DISEASES   OF  THE   DIGESTIVE  SYSTEM. 

ject  to  distinct  exacerbations ;  (3)  recurrent  attacks  of  in- 
termittent fever,  with  chills  and  sweats  (Cliarcot's  hepatic 
fever).  The  liver  is  not  enlarged ;  the  gall*bladdcr  is  not 
distended,  but  often  atrophied  from  antecedent  attacks  of 
cholecystitis.  This  condition  may  !ast  for  montlis  or  years. 
It  not  infrcqiiendy  leads  to  suppurative  angiocholitis,  to 
biliary  cirrhosis,  or  to  acute  or  chronic  pancreatitis. 

Diagnosis. ^ — Obstruction  of  the  Common  Duct  from  With- 
out (Cancerj.— The  jaundice  increases  steadily  and  is  w  ilhout 
remission,  the  gall-bladder  is  enlarged,  and  characteristic 
colic  and  he[»atic  fever  arc  wanting. 

ProgtJOSis.~In  the  absence  of  complications  the  prog- 
nosis of  cholelithiasis  is  ^ood.  It  must  be  borne  in  mind, 
however,  that  grave  complications  (suppurative  cholecystitis 
or  angiocholitis,  perforation,  hemorrhagic  pancreatitis)  may 
arise  most  unexpectedly. 

Treattnent. — Efforts  must  be  directed  to  keeping  the 
stones  quiescent  by  preventing  irritation  or  catarrh  of  the 
gall-bladder.  The  food  should  be  plain  and  readily  digest- 
ible. Saccharin  matters,  fat  meats,  and  highly  seasoned 
dishes  should  be  avoided.  Water-drinking  between  meals 
should  be  encouraged.  Regular  exercise  in  the  open  air, 
provided  the  symptoms  are  latent,  is  extremely  bene- 
ficial. 

Digestive  disturbances  should  receive  appropriate  treat'- 
ment  Among  drugs,  alkalis  and  alkaline  mineral  waters 
arc  undoubtedly  efficacious.  Sodium  bicarbonate  or  sodium 
phosphate  may  be  taken  well  diluted  in  the  morning  an 
hour  before  breakfast  and  also  between  meals.  If  there 
is  decided  constipation,  a  small  quantity  of  Rochelle  salt 
or  sodium  sulphate  may  be  added  to  each  potation.  The 
natural  mineral  waters,  notably  those  of  Carlsbad  and 
Vichy,  have  acquired  a  high  reputation.  When  there  is  a 
tendency  to  so-called  bilious  attacks,  an  occasional  course 
of  calomel  in  fractional  doses  will  be  found  tvf  benefit. 

Surgical  intervention  is  called  for:  (1)  When,  despite 
medical  treatment,  attacks  of  colic  occur  so  frequently  and 
are  of  such  severity'  as  to  cause  disability  or  make  the 
addiction  to  morphin  a  likelihood  ;  (2)  in  persistent  obstruc- 
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tion  of  the  common  duct ;  (3)  in  hydrops  of  the  gall-bladder 
due  to  impaction  or  stricture  of  the  cystic  duct;  and  (4)  in 
suppurative  inflammation  of  the  ^^all-bladder  or  gall-ducts. 

Hepatic  Colic. — Morphin  (|  tjrain)  and  atropin  ( j^  grain) 
should  be  given  hypodermically.  Agonizing  pain  often 
yields  vcr>-  promptly  to  a  few  whifTs  of  chloroform.  In  the 
mild  but  rather  persistent  attacks  a  few  doses  of  antipyrin 
in  hot  water  may  suffice.  The  external  application  of  heat 
(poultice  or  iiot  bath)  is  veiy  useful 

When  vomiting  is  urgent,  carbonated  water  or  champagne 
may  be  given.  In  threatened  collapse  diflfusible  stimulants 
are  neeiled. 

Obstraction  of  the  CommoE  Dact. — The  measures  best  suited 
for  promoting  the  adv^ancc  of  the  stone  into  the  bowel  are 
rest,  regulation  of  diet,  the  free  use  of  alkaline  mineral 
aters,  the  occasional  exhibJtitxn  of  saline  laxatives,  and  the 
application  of  heat  to  the  hypochondriac  region.  Olive  oil 
has  been  recommended  as  a  special  remedy,  but  it  is  of 
doubtful  efficacy.  As  the  sequelie  of  impaction  of  the  com- 
mon duct  are  so  grave,  surgical  aid  should  be  invoked  if 
the  obstruction  is  not  removed  under  medical  treatment 
within  a  period  of  three  or  four  weeks. 
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Varieties.— (1)  Active  hyperemia.      (2)  Passive  hyper- 
emia. 

Etiology. — Active  hyperemia  is  commonly  due  to  dietetic 
indiscretions*     It  may  result  from  overindulgence  in  alcohol. 
t   is  often  present  in  the  infectious  fevers.     It  appears  to 
arise  idiopathically  in  hot  climates. 

Passive  hypenima  results  from  diseases  that  obstruct  the 
enous  circulation,  as  chronic  heart  and  lung  disease, 

Patholog'y. — The  liver  is  enlarged  and  filled  with  blood. 

In  the  prissive  variety,  the  center  of  the  lobule,  the  area  of 

the  hepatic  vein,  ts  deeply  pigmented,  while  the  periphery', 

the  area  of  the  portal  vein,  is  pale.     This   mottled  a(>pear- 

ncc  has  given  rise  to  the  term  "  nutmeg  liver"      In  per* 

istcnt  cases  pigmentation,  atrophy  of  the  liver-cells,  and 
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overgrowth  of  the  connective  tissue  result — a  condition 
termed  **  cyanotic  induration," 

Symptoms.— . /fV/rr //F/£7r/////7, — Tlie  liver  is  enlarged 
and  somewhat  tender.  There  is  a  sense  of  fuhiess  or  even 
actual  pain  in  the  hepatic  region.  There  may  be  slight  jaun- 
dice. Digestive  disturbances^ — anorexia,  nausea,  flatulence, 
headache,  and  epigastric  teoderness  usually  coexist. 

In  the  pdssive  variiiv  the  symptoms  are  much  the  same, 
though  less  marked.  The  liver  is  often  quite  large,  and  \\\ 
extreme  cases,  such  as  follow  tricuspid  regurgitation,  it  may 
pu  Isate. 

Prognosis.^- In  simple  active  congestion  the  prognosis 
is  good.  In  passive  congestion  the  prognosis  depends  on 
the  cause. 

Treatment* — Actixe  hyperemia  from  dietetic  errors 
usually  yields  promptly  to  restriction  of  the  diet  and  the  ad- 
ministration of  a  mercurial  purge,  followed  by  a  saline — 
Rochelle  salt,  Seidlitz  powder,  or  sodium  phosphate.  In 
recurring  attacks,  in  addition  to  hygienic  i\x\d  dietetic  regu- 
lations, a  pill   like  the  following  often   proves   useful: 

R.    Massfe  liydrargyri pr.  v 

Futveris  rhei 

Eictracti  ^cntianpf ftA  55s 

Olei  caryophylli     , ^U.  iv. — M. 

Fianl  pitula:  No.  xx, 

SiG. — thie  or  two  occasionally,  as  dirfctcrh  to  he  rontinued,  if 
refjuirrd,  thrice  daily  for  several  day;,. 

In  passive  congestinn  treatment  must  be  directed  to  the 
primary  disease.  In  mild  cases  alkaline  mineral  waters 
(Carlsbad,  Congress,  and  Fricderichshall)  do  well.  A  mer- 
curial laxative  may  be  used  from  time  to  time.  In  severe 
cases  the  most  effective  measures  are  absolute  rest,  a  milk 
diet,  saline  purges,  and  wet-cup|)ing  over  the  liver. 


CIRRHOSIS  OF  THE  LIVER. 
(Chronic  Interstitial  Hepatitis.) 

Definition^^ — A  chronic  disease  of  the  liver  character- 
ized by  a  hyperplasia  of  the  connective  tissue  and  more  or 
less  extensive  retrograde  changes  in  the  liver-cells. 
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Varieties. — The  most  important  varieties  are  atrophic 
cirrhosis,  hypirirophic  cirrhosis,  syphilitic  cirrhosis,  dOiary  cir- 
rhosis, and  capsular  cirrhosis. 

ATROPHIC   CIRRHOSIS. 
iLaennec's  Ciirhosia;  AlcoiioMc  CirrlioBis:  OIb -drinker  s  Liver.) 

Etiology. ^It  occurs  most  commonly  in  males  of  middle 
age.  The  chief  cause  is  the  continued  use  of  alcohol,  espe* 
daily  in  the  form  of  raw  spirits.  Syphilis  may  also  cause 
this  type  of  cirrhosis.  It  is  possible  that  some  cases  owe 
their  origin  to  the  specific  fevers. 

Pathology. — In  the  earliest  stages  the  liver  is  somewhat 
enlarged  from  hyperemia,  but  when  the  process  is  advanced 
the  organ  is  small,  hard,  and  covered  with  numerous  small 
nodules  or  granulations  ("  hob-nails  *').  A  section  of  the 
liver  reveals  a  network  of  fine  and  coarse  pearly  bands  of 
connective  tissue.  The  contraction  of  this  connective  tissue 
is  responsible  for  the  reduction  in  tfie  size  of  the  organ  and 
the  granular  surface. 

Microscopic  examination  reveals  an  overgrowth  of  con- 
nective tissue  of  a  fibrous  or  cicatricial  character,  and  chiefly 
interlobular  in  distribution.  The  shrinking  of  this  tissue 
compresses  the  portal  veins  and  causes  degeneration  and 
atrophy  of  the  liver-cells. 

Symptoms. — Obstruction  of  the  portal  circulation  first 
causes  con^^cstion  ami  catarrh  of  the  stomaih,  hence  the  initial 
symptoms  are  anorexia,  fetor  of  the  breath,  fulness  and  dis- 
tress after  eating,  emctations,  nausea,  vomiting  of  mucus, 
flatulence,  and  constipation.  For  months  and  even  years 
these  phenomena  may  be  the  only  evidence  of  the  disease. 
As  the  pressure  in  the  portal  system  increases,  the  collat- 
eral vessels  enlarge,  and  as  a  result  the  superficial  abdominal 
Tcifts  become  prominent  and  hemorrhoids  develop.  Engorge- 
ment of  the  portal  system  also  leads  to  ascites  and  swelling 
of  the  feet,  to  enlargement  of  the  spleen,  and,  not  infre- 
ucntly,  to  co[)ious  hemorrhage  from  the  stomach  or  bowel. 

At  first  the  liver  is  somewhat  enlarged;  later,  however, 
the  area  of  percussion-dulness  is  distinctly  reduced.     There 


I04 


DISEASES  OF  THE  DIGESTIVE  SYSTEM, 


is  a  gradual  loss  of  flesh  and  strength.  THl-  skin  is  muddy 
in  appearance,  but  conspicuous  jaundice  is  very  uiicammon. 
Nervous  symptoms — delirium,  stupor,  convulsions,  and 
coma — occasionaKy  appear  toward  the  end  of  the  disease. 
They  are  probably  due  to  the  retention  of  poisons  that  the 
hvcr  is  unable  to  convert  or  to  eliminate. 

The  majority  of  cases  terminate  fatally  in  fmni  three  to 
fwQ  years,  or  in  from  one  to  two  years  after  the  compensa- 
tory circulation  fails.  Death  results  from  exhaustion,  hem- 
orrhaf^e,  pulmonary  edema,  intercurrent  disease,  or  toxemia. 

Complications. — The  kidneys,  heart,  and  blood-vessels 
are  often  coincidentally  mvolved  in  the  cirrhotic  process. 
Tuberculosis,  especially  of  the  peritoneum,  is  a  very  com- 
mon complication. 

Diagiiosis.— In  the  early  stage  the  diagnosis  can  only 
be  suspected.  In  the  drunkard,  chronic  gastric  catarrh 
.with  enlargement  of  the  liver  would  strongly  indicate  the 
disease. 

Thrombosis  of  the  portal  vein  produces  the  same  clinical 
picture,  but  the  symptoms  usually  develop  much  more 
rapidly. 

Ohionic  Peritonitis  with  Effusion,— This  is  usually  tubercu- 
lous or  cancerous.  The  history,  abdominal  tenderness, 
the  detection  of  localized  masses  or  ill-defined  indurations, 
the  presence  of  other  foci  of  disease,  the  hii,'h  specific  gravity 
(above  1014)  of  the  ascitic  fluid,  and  the  absence  of  symp- 
toms indicating  portal  obstruction  will  generally  suggest 
chronic  peritonitis. 

Prognosis. — -The  outlook  for  permanent  relief  is  bad. 

Treatment*— Alcohol  must  be  interdicted.  A  diet  of 
bland,  readily  digested  food  is  indicated.  The  gastric  ca- 
tarrh should  receive  apprtvpriate  treatment.  Lavage  of  the 
stomach  is  contraindicated  on  account  of  the  presence  of 
esophageal  varicosities.  Potassium  iodid  is  of  service  in 
syphilitic  cases,  but  not  otherwise.  Ammonium  chlorid 
(10  grains  three  times  a  day)  is  somctinies  useful  Portal 
congestion  is  best  relieved  by  the  administration  of  salines 
(sodium  phosphate  or  Rochelle  salt)  in  hot  water  one-half 
hour  before  breakfast. 
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Ascites  can  sometimes  be  removed  by  the  administration 
of  cathartics  and  diuretics.  A  concentrated  solution  of 
Epsom  salts  (J  to  1  ounce),  taken  in  the  morning  before 
breakfast,  is  usually  the  most  efficient  purgative.  Occasion* 
ally  it  may  be  desirable  to  substitute  conifjound  jalap  pow- 
der or  elaterium.  The  diuretics  of  ai>pruvctl  value  are 
Dotassium  acetate  or  bitartrate,  digitalis,  and  squills. 

hNiemcyer's  pill  has  a  well-deserved  reputation : 
B«     MiLvici;  hydrorgyri 
I  fulvem  i.iigitaJi5 

I  YvBkvA  pUuUt  No.  XX. 

Sic— <>t»«;  pill  Uirice  daily. 

When  the  ascites  is  large  and  does  not  yield  readily  to 
drugs,  paracentesis  should  be  practised  (see  p.  116). 

Surgical  Treatment. — Talma's  operation  (suture  of  the 
omentum  to  the  margin  of  the  abdominal  incision  and  irri- 
tation of  the  peritoneal  surfaces  of  the  liver)  or  one  of  its 
modifications,  has  proved  of  some  benefit  in  a  limited  num- 
ber of  cases  of  liver  cirrhosis  with  ascites.  The  object  of 
the  operation  is  to  establish  a  compensatory  circulation  by 
making  accidental  adhesions  and  thus  increasing  the  anas- 

•  tomoses  between  the  vessels  of  the  portal  system  and  those 
of  the  systemic  circulation.  The  operation  is  contraindi- 
cated  when  cardiac  or  renaj  disease  coexists. 


I 
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HYPERTROPHIC  ORRHOSIS.        '     \ 
(Hypertrophic  Cirrhosis  of  Hauot.) 

Pathology. — The  causes  of  hypertrophic  cirrhosis  are 
not  understood.  Alcohol  does  not  appear  to  be  a  factor. 
It  is  seen  chiefly  in  men  between  twenty  and  thirty  years  of 
age.  Tlie  liver  is  greatly  enlarged  througliout  the  entire 
course  of  the  disease.  The  organ  is  of  yellowish  or  green- 
ish color,  and  its  surface  is  smooth  or  finely  granular. 

Microscopically,  a  proliferation  of  connective  tissue  is 
found,  but  the  latter  is  chiefly  intralobnlar^  is  more  cellular 
than  fibrous,  and  shuws  little  tendency  to  contract.  The 
liver-cells  remain  intact  and  nut  infrequently  share  in  the 
proliferation. 
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Sjrmptoms. — The  liver  is  much  ejilai^ed  permanently, 
often  tender,  and  the  seat  of  recurrent  attacks  of  pain. 
Jaundice  of  a  mild  type  is  rarely  ab&enL  The  stools,  how- 
ever, retain  their  normal  colon  The  spleen  is  enlarged. 
Hemorrhages  into  the  skin  and  from  mucous  membranes 
are  not  uncommon.  Toward  the  end  of  the  disease.  s}Tnp- 
Ipms  of  hepatic  intoxication  may  develop.  Ascites,  profuse 
'Icniatemesis,  and  enlargement  of  the  superficial  abdominal 
veijis  are  rarely  observed.  The  course  is  long — often  from 
five  to  ten  years. 

The  treatment  is  that  of  congestion  of  the  liver.  Calo- 
mel and  potassium  iodid  have  been  recommended. 

OTHER  FORMS  OF  ORRHOSIS  OF  THE  LIVER, 

Syphilitic  Cirrhosis  of  the  Liver. — In  the  diffuse 
form  the  appearance  of  the  liver  is  similar  to  that  of  alco- 
holic cirrhosis.  In  the  gummatous  form,  however,  the 
organ  is  enlarged  and  often  coarsely  lobulated  from  fibrous 
transformation  of  the  gummata.  A  histor^^  of  syphilitic  in- 
fection, an  enlargement  of  the  liver  that  is  grossly  nodular, 
and  a  fair  preservation  of  the  general  health  will  suggest  the 
condition.  The  disease  often  responds  favorably  to  anti- 
syphilitic  treatment. 

Biliary  Cirrhosis  of  the  Liver,— This  form  is  due  to 
stasis  of  the  bile  and  results  from  jjersistent  obstruction  of 
the  bile-ducts  by  calculi,  stricture,  or  tumor.  Clinically,  it 
resembles  the  hypertrophic  cirrhosis  of  llanot,  but,  unlike 
the  latter,  the  jaundice  is  ver>'^  intense  and  develops  rapidly, 
the  stools  are  devoid  of  bile,  the  liver  is  only  moderately 
enlarged,  and  the  course  is  short — rarely  more  than  two  or 
three  years. 

Capsular  Cirrhosis  (Chronic  Perihepatitis)*™This 
form  is  characterized  by  enormous  thickening  of  the  capsule 
of  the  h'ver.  The  symptoms  closely  resemble  those  of 
atrophic  cirrhosis,  but  the  course  is  extremely  slow,  the 
ascites  returning  again  and  again  after  tapping.  In  many 
c;ises  interstitial  nephritis,  chronic  capsulitis  of  the  spleen, 
chronic  jieritonitis,  and  pericarditis  are  also  present 
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ABSCESS  OF  THE  UVER.     n 

Acute  Suppurative  Hepatitis.) 

Etiolo^.— Abscess  of  the  liver  is  probably  always  due 
to  the  action  of  micro-organisms — Annirba  co!i,  streptococ- 
cus,  staphylococcus,  colon  bacillus.  They  may  enter  the 
liver  through  the  portal  vein,  hepatic  artery,  or  bile-ducts. 

(l)  Amebic     dysentery    is    a    very   common    cause,    the 
amebje  entering  the  liver  through  the  portal  vein.    Occasion- 
ally amebic  abscesses  occur  without  any  evidence  of  dysen- 
^  tery.      (2)  Septic    emboh    from    gastric    ulcers,    duodenal 
^m  ulcers,  purulent   appendicitis,  etc.*    may  also    lodge  in  the 
^"  branches  of  the  portal  vein  and  thus  excite  a  suppurative 
inflammation     (suppurative    pylephlebitis).      (3)     Pyogenic 
organisms  may  enter  the  hepatic  artery  in  ulcerative  endo- 
carditis, abscess  of  the  lungs,  and  general  pyemia.     (4)  Sup- 
puration   by  way  of  the  bile-ducts    somettmes   occurs   in 
^^  angiocholitis   secondary  to    gall-stones,      (5)    Traumatism 
^1  may  be  a  causal  factor.     (6)  Finally,  suppuration  may  result 
^m  from  the  secondary  infection  of  an  echinococcus  cyst 
^g      Pathology. — The  abscesses  following  amebic  dysentery 
•^       ("tropical  abscess  ")  and  traumatisms  are  generally  solitary, 
^  and   usually  occupy  the  right   lobe.      Metastatic  abscesses 
^m  are  multiple. 

^"      Svents. — Hepatic  abscess  may  kill  by  .septic  poisoning 

or  by  perforation  into  the  lung,  abdomen,  pleura,  pericar- 

^K  dium,  or  vena  cava.      Recovery  may  follow  operation  or 

1^  spontaneous  rupture  into  the  bronchi,  into  the  stomach  or 

bowel,  or  externally. 

I  Symptoms. — ^Local  SympiomB. — The  liver  is  enlarged 
and  tender.  The  enlargement  is  more  often  upward  than 
downward.  Circumscribed  bulging  beneath  the  costal  arch 
is  sometimes  noted.  Fluctuation  is  occasionally  detected, 
There  is  usually  severe  pain  in  the  liver  region  and  right 
shoulder.  Exploratory  puncture  may  reveal  pus.  Slight 
jaundice  may  develop,  but  it  is  often  absent 
Coustitiitional  Symptoms. — These  result  from  sepsis,  and 
include  fever  of  a  remittent  or  irregular  type,  chills,  profuse 
sweating,  marked  anemia^  and  leukocytosis. 
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Rupture  itUo  the  lung  is  characterised  by  severe  cough, 
weak  breathing  at  the  base  of  the  v'y^ht  lung,  and  the 
expectoration  of  brownish  matter,  sometimes  containing 
aniebi'. 

Diag^osis.^-Hydatid  cysts  develop  slowly,  are  not  pain- 
ful, are  not  associated  with  septic  phenomena,  and  yield 
clear  fluid  on  aspiration. 

Cancer  of  the  Liver. — The  history,  marked  cachexia,  in- 
volvement of  other  organs,  presence  of  jaundice,  detection  of 
hard  nodules  on  the  surface  of  the  liver,  and  the  absence  of 
septic  phemimena  will  suggest  cancer 

Intermittent  Fever  due  to  Impacted  Oall-stonea, — \n  this 
conditiuii  the  pain,  fever,  anil  sweating  are  often  periodic  ; 
the  health  in  the  intervals  may  be  well  preserved ;  the  jaun- 
dice increases  at  each  paroxysm  ;  tlie  symptoms  may  persist 
for  several  years. 

Prognosis. — Kmbolic  abscesses  are  invariably  fatal. 
Traumatic  and  amebic  abscesses  may  terminate  favorably 
upon  spontaneous  or  induced  evacuation. 

Treatment* — In  multiple  abscesses  treatment  is  pallia- 
tive. Large  solitary  abscesses  should  be  opened  and 
drained. 


CANCER  OF  THE  LIVER* 

Etiology. — Cancer  of  the  liver  is  more  common  in  men 
than  ii^  women.  It  is  infrequent  before  the  age  of  forty. 
Heredity,  traumatism,  and  chronic  irritation  from  gall-stones 
are  predis|:K>sing  factors. 

Pathology.— Prima rj'  cancer  of  the  liver  is  rare ;  sec- 
ondary cancer  is  common.  The  primary  form  may  appear 
as  a  single  large  nodule  {massive  etiftcer)  or  as  a  wide-spread 
infiltrating  growth  {uoiiuiar  eancef).  The  latter  form  is 
sometimes  associated  with  cirrhosis  of  the  liver  {eirrhotic 
ameer).  The  secondary  variety  is  usually  due  to  the  lodg- 
ment in  the  portal  capillaries  of  cancerous  emboli  derived 
from  a  primary^  growth  in  one  of  the  neighboring  organs, 
especially  the  stomach.  The  liver  is  much  enlarged,  and 
studded  wuth  numerous  grayish-white  nodes,  some  of  which 
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project  from  the  surface.  The  superficial  nodes  are  often 
depressed  at  the  center. 

Sjmptoms. — (r)  The  liver  is  enlarged  and  very  painful, 
and  often  presents  one  or  more  smooth,  hard  nodules. 
The  btter  may  show  a  central  depression.  (2)  Cachexia 
is  pronounced  and  develops  rapidly,  (3)  Jay ndice  is  com- 
mon, but  it  is  rarely  intense.  (4)  Digestive  disturbances 
are  a  prominent  feature,  and  often  precede  the  hepatic  symp- 
toms. Ascites  sometimes  results  from  portal  obstruction. 
Toward  the  end,  slight  fever,  delirium,  stupor,  and  coma 
may  develop  (hepatic  intoxication). 

Diagnosis. — Hjrpertropliic  cirrliosis  may  be  distinguished 
by  the  smooth,  uniform  enlargement  of  the  liver,  the  en- 
largement of  the  spleen,  the  persistence  of  icterus  without 
loss  of  color  in  the  stools,  the  absence  of  marked  cachexia, 
the  age  of  the  patient  (between  twenty  and  forty),  and  the 
slow  course. 

Abscess. — This  may  be  distinguished  by  the  history,  the 
septic  lever,  and  the  results  of  exploratory  puncture. 

Syphilis  of  the  Liver, — The  history  of  specific  disease,  the 
age,  and  the  absence  of  cachexia  wtl!  aid  in  the  diagnosis. 

Prognosis  and  Treatment. — ^Absolutely  unfavorable. 
|h  The  duration  is  from  a  few  months  to  a  year.  Treatment 
^1   can  only  be  palliative. 
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HYDATID  CYST   OF  THE    LIVER, 
I  EcMnococctis  of  the  LlTer.) 

Etiology  and  Pathology. — Hydatid  cysts  are  formed 
by  the  embryos  of  tlie  T^^enia  echtiiococcus,  a  small  tape- 
worm inhabiting  the  intestines  of  the  dog.  The  disease  is 
common  in  Iceland,  Australia,  and  some  parts  of  Europe, 
but  is  rare  in  America. 

The  eggs  of  the  worm  are  accidentally  ingested  by  man, 
and  embryos  are  liberated  in  the  stomach,  whence  they  may 
migrate  to  any  organ  ;  the  liver,  however,  is  most  commonly 
affected  through  the  portal  vein.  The  fixed  embryo  soon 
develops  into  a  cyst  that  is  composed  of  an  external  larai- 
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nated  kyer  and  an  internal  breeding  layer.  A  connective- 
tissue  layer  is  formed  on  the  outside  from  irritation. 

The  cyst  contains  a  clear,  non-albuminous  fluid  that  has  a 
specific  gravity  of  1005  to  1007,  and  which  is  rich  in  chlorids. 

Scolices  or  larva*  develop  from  the  breeding  layer;  they 
are  provitlcd  with  four  .suckers  and  a  circle  of  hooklets,  and 
produce  daughter-cysts  within  the  parent-cyst.  When  in- 
gested by  the  dog,  the  larvae  develop  into  mature  tape* 
worms. 

Sjrmptoms, — Small  cysts  excite  no  symptoms.  Large 
cysts  produce  an  irregular  enlargement  of  thtr  liver,  with  a 
sense  of  weight  or  fulness  in  the  hypochondriac  reginn.  If 
the  cyst  is  superficial,  an  elastic,  fluctuating  tumor  may  be 
detected  on  palpation.  On  percussion  a  peculiar  vibratory 
sensation  (hydatid  thrill)  may  be  imparted  to  the  hand. 
Aspiration  yields  a  clear  fluid  containing  the  characteristic 
booklets.     Fever,  pain,  and  jaundice  are  usually  absent. 

Kvexits. — (1)  The  cyst  may  reach  a  certain  size  and 
then  become  quiescent.  (2)  Trifling  injury  may  convert  it 
into  abscess.  (3)  Rupture  of  the  cyst  into  neighboring 
organs  may  terminate  in  death  or  in  recovery. 

Diagnosis.-— The  diagnostic  features  are  a  smooth, 
tense,  elastic  tumor  of  the  Uver.  of  slow  growth,  without 
paJn,  fever,  or  pronounced  disturbance  of  the  general  health, 
and  yielding,  upon  exploratory  puncture,  a  clear  fluid  con- 
taining hook  lets. 

Prognosis.— In  uncomplicated  cases  the  prognosis  is 
guardedly  favorable. 

Treatment, — Aspiration  under  antiseptic  precautions  is 
sometimes  followcnl  by  [jernianent  recove^>^  Surgeons  of 
the  largest  experience,  however,  prefer  free  incision  and 
evacuation  of  the  cysts.  Purulent  cysts  should  be  treated 
as  abscesses. 

AMYLOID  LIVER, 
(Waxy  Liver;  Lardaceoua  Liver.) 
Definltioti. — An  enlargement  of  the  liver  due  to 
deposition  of  a  peculiar  albuminoid  substance. 
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Etiology. — Thtf  chief  causes  are  prolonged  suppuration, 

pecially  of  bones  ;  tuberculosis  ;  syphilis ;  and  long-stand- 
ing cachexia. 

Pathology. — The  liver  is  uniformly  enlarged,  hard,  and 
smooth.  The  margins  are  blunt  On  section,  the  surface 
presents  a  translucent,  wax-like  appearance,  and  is  colored 
mahogany  brown  with  Lugol's  solution.  The  degenerative 
process  begins  in  the  walls  of  the  blood-vessels  and  spreads 
it)  thu  connective  tissue. 

Symptoms. ^ — The  liver  is  uniformly  enlarged,  smooth, 
firm,  and  painless,  and  presents  a  rounded  edge.  The 
spleen  anti  kidneys  almost  always  share  in  the  degenera- 
tion, and,  in  consequence,  the  spleen  is  enlarged  and  hard 
and  the  urine  contains  albumin  and  tube-casts.  Anemia 
and  emaciation  are  often  pronounced.  Jaundice  and  ascites 
are  uncommon. 

Diagnosis. — This  is  based  on  the  histor>',  the  uniform 
enlar^a-ment  of  the  liver,  the  absence  of  pain,  of  jaundice, 
and  of  ascites,  and  the  involvement  of  other  organs.  In 
Uttkemia  the  liver  and  spleen  are  often  uniformly  enlarged, 
but  an  examination  of  the  blood  will  prevent  an  error  in 
diagnosis. 

Prog^nosis  and  Treatment. — The  prognosis  depends 
somewhat  upon  the  curability  of  the  primary  disease.  The 
outlook,  how^evcr,  is  always  grave.  The  treatment  must  be 
directed  to  the  causal  disease. 


ACUTE  YELLOW  ATROPHY  OF  THE  LIVER. 

(Acute  ParenchyTnatous  Hepatitis;  Malignant  Jaundice.)  ^% 

Definition. — A  very  rare  and  grave  disease  characterized 
anatomically  by  a  rapid  destruction  of  the  liver  tissue,  and 
manifested  clinically  by  jaundice,  hemorrhages,  a  reduction 
in  the  size  of  the  liver,  and  marked  cerebral  phenomena. 

Etiology.^ — The  disease  occurs  more  frequently  in 
women  than  in  men.  It  is  usually  seen  between  the  ages 
of  twenty  and  thirty.  Pregnancy  is  a  predisposing  factor. 
Alcoholic  excesses,  sy^philis,  and  emotional  excitement  have 
been  given  as  exciting  causes.     The  rapid  course,  wide- 
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Spread  lesions^  and  the  fact  that  the  disease  has  occurred 
endeiiiically  suggest  a  toxic  or  infectious  origin. 

Pathology, — The  liver  is  reduced  in  size,  flaccid,  and 
friable.  Tlie  surface  is  yellowish  red  and  mottled.  Micro- 
scopic examination  reveals  advanced  necrosis  of  the  liver- 
cells,  hemorrhagic  extravasations,  hematogenous  pigmen- 
tation, and  occaasionlly  small-celled  infiltration.  The  other 
organs  arc  usually  the  seat  of  fatty  and  parenchymatous 
degeneration. 

Sjmiptoins. — (c)  The  initial  symptoms  arc  those  of 
catarrhal  I  jauiiduw  (2)  Nervous  symptoms  {cholcmia)  soon 
[follow  ,  these  are  severe  headache,  maniacal  delirium,  stupor. 
and  coma.  (3)  The  urine  is  scanty,  and  usually  contains 
lei4cin  and  tyrosin,  bile,  albumin,  and  tube-casts.  The  ex- 
cretion of  urea  is  often  greatly  diminished.  (4)  The  area 
of  hepatic  percussion  dulncss  rapidly  decreases.  (5)  Hemor- 
rhages from  the  mucous  membranes  and  into  the  skin  are 
common.  l^ever  is  usually  absent.  The  disease  rarely 
lasts  longer  than  a  week  or  ten  days.  Recover}^  is  ex- 
tremely rare. 

Diagnosis.^ln  anttc  phosphorus-pMsomng  acute  gas- 
tritis precedes  the  jaundice,  the  vomitus  and  stools  may  be 
phosphorescent  or  have  the  odor  of  phosphorus,  the  liver  is 
generally  enlarged,  and  the  urine  contains  much  sarcolactic 
acid. 

In  hypertrophic  cirrhosis  the  liver  is  enlarged  and  often 
painful,  the  course  is  slow,  and  leucin  and  tyrosin  rarely 
appear  in  the  urine. 

Treatment. — ^This  must  be  symptomatic. 


ACUTE  PERITONITIS. 

Definition. — An  acute  inflammation  of  the  peritoneum. 
The  process  may  be  general  or  local i5:cd. 

Btiolog^. — The  disease  is  probably  always  caused  by 
ha'cteria,  which  enter  the  peritoneum  from  the  neighboring 
viscera,  especially  the  alimentar>'  canal,  from  the  Fallopian 
tubes,  from  external  wounds,  or  directly  from  the  blood. 
The  organisms  most  frequently  found  are  the  Streptococcus 
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pyogenes,  Staphylococcus  pyogenes,  Bacillus  colt,  pneumo- 
coccus,  Bacillus  pyocyaneus,  and  gonococcus. 

Peritonitis  may  follow- — I T  >  Pctfortition  of  tlie  peritoneum 
by  an  external  wound,  by  rupture  of  a  g.i,stric  or  intestinal 
ulcer,  by  rupture  of  a  suppurating  appendix,  gall-bladder, 
or  Fallopian  tube,  or  by  rupture  of  a  visceral  abscess;  (2) 
extension  of  a  septic  f>rocess  in  adjacent  structures— stom- 
ach, bowel,  gall-bladder,  pancreas.  ulL-rus  ;  (3)  tnitimatism  ; 
{^) gcmralinfections — septicemia,  specific  fevers,  rheumatism, 
tuberculrisis,  etc. 

Pathology, — The  serous  surfaces  first  become  red  and 
lusterlcss ;  later  a  serofibrinous,  fibrinous,  or  purulent  exu- 
date is  formed.  Putrid  and  hemorrhagic  exudates  are  some- 
times observed- 
Symptoms. — ^The  most  prominent  symptoms  are  intense 
abdominal  pain  and  tenderness.  The  breathing  is  sh<dlow 
and  thoracic.  To  relax  the  abdominal  parietes,  the  patient 
lies  motionless  upon  his  back,  with  the  legs  and  thighs 
flexed.  The  features  are  pinched,  and  the  expression  is 
anxious.  The  abdomen  is  distended,  and  its  walls  are  rigid. 
Percussion  at  first  reveals  general  tympany,  but  later  there 
may  be  dulness  in  the  flanks  from  the  gravitation  of  the 
exudate.  The  temperature  is  usually  moderately  high 
(I02*'-I04*'  F.).  and  the  pulse  is  small,  rapid,  and  ''  wir>'." 
The  bowels  are  usually  constipated.  Vomiting  and  hiccup 
are  common  symptoms.  In  severe  cases  collapse  speedily 
ensues,  and  is  indicated  by  a  fall  in  the  temperature,  a  cold, 
clammy  surface,  a  rapid,  feeble  pulse,  and  suppression  of  urine. 
In  iiKulizcd  peritonitis  the  constitutional  symptoms  arc 
less  severe.  Pain,  tenderness,  and  rigidity  are  circum- 
scribed. General  tympanites  is  usually  absent.  Abscess 
formation  is  conmion. 

IHagnosis. — Acnte  Enteritis. — In  this  disease  the  pain 
is  colicky  and  less  intense  ;  tenderness  is  much  less  marked; 
rigidity  is  rarely  present ;  there  is  diarrhea ;  the  constitu- 
tional symptoms  arc  not  so  grave. 

Intestinal  Obstamction. — Constipation  is  absolute ;  vomiting 
i.s  stercr>raccous ;  fever  and  abdominal  tenderness  are  less 
pronounced. 
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Hysteiic  Abdomen.— This  condition  may  resemble  perito- 
nitis in  all  particulars.  The  personal  history  must  be  care- 
fully considered.  Fever  is  not  usually  present,  the  pulse  is 
not  usually  rapid  and  wirj',  and  when  the  attention  is  dis- 
tracted, the  pain  may  disap[X!ar. 

Prognosis. — Diffuse  septic  peritonitis  is  almost  inva- 
riably fatal.  Ihe  duration  is  usually  from  two  to  six  days. 
Life  is  occasionally  saved  in  perforative  peritonitis  by 
prompt  operation.  In  localized  peritonitis  the  outlook  is 
much  more  favorable. 

Treatment.— Early  operation  offers  the  only  hope  of 
saving  life  in  perforative  or  septic  cases.  Apart  from  lapa- 
rotomy, treatment  is,  for  the  most  part,  palliative.  When 
the  stomach  is  retentive,  small  quantities  of  milk  and  lime- 
water  or  of  broth  may  be  ^iven  by  the  mouth.  Ice  may 
be  given  to  suck.  If  vomiting  be  persistent,  nutrient  enemas 
are  to  be  given.  Locally,  either  very  cold  or  very  hot  ap- 
plications may  afford  relief.  Opium  is  useful  in  alla>ang 
pain,  controllini:^  vomiting,  and  diminishing  peristaltic  move- 
ments. Remarkably  large  doses  are  often  well  borne.  In 
n  on -perforative  cases  saline  purgatives  in  concentrated  solu- 
tion (i  to  3  drams  every  two  hours)  may  be  given  until  ihe 
bowels  move  freely.  These  salts,  while  not  increasing  peri* 
stalsis,  attract  serum  from  the  turgid  Blood-vessels  and  thus 
relieve  congestion. 

CHRONIC  DIFFUSE  PERITONITIS,  ^ 

Etiology. — Chronic  peritonitis  may  be  a  sequel  of  acute 
peritonitis.  In  a  few  instances  it  has  seemed  to  have  resulted 
from  syphilis.  In  the  vast  majority  of  cases  it  is  tuberculous 
or  canct-rous. 

Pathology. — ^The  intestines  are  matted  together  by 
bands  of  fibrnus  lymph.  The  omentum  is  often  contracted 
and  greatly  thickened.  Effusion  is  usually  present,  but  it 
varies  considerably  in  amount;  it  is  highly  albuminous,  and 
in  the  tuberculous  and  cancerous  varieties  it  maybe  bloody. 

Symptoms. — Fever  is  slight  and  may  be  absent.     Pain    ^ 
is   not  severe,   and    is    frequently   paro.xysmal.      There    is 
usually  more  or  less  diffuse  tenderness.     Anemia  and  ema- 
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ciation  are  often  pronounced.  The  abdomen  is  generally 
distended;  often  irregularly,  from  sacculated  effusions,  in- 
flated intestinal  coils,  or  the  projecting  matted  omentum. 
Palpation  often  detects  a  friction  fremitus  and  resistant 
masses  or  nodules.  Percussion  yields  dulness,  vary^ing  in 
extent  with  the  amount  of  effusion.  When  the  fluid  is  sac- 
culated, the  dulness  may  be  irregularly  distributed.  Fluctua- 
tion can  sometimes  be  elicited.  On  tapping,  the  fluid  is 
turbid,  rich  in  albumin,  and  of  high  s{>ecific  gravity  (about 
1015).  In  cancerous  and  tuberculous  cases  it  is  frequently 
bloudv. 

Diagnosis. — The  diagnosis  between  tuberadous  and  can- 
leroHs  peritonitis  is  not  always  easy.  The  tuberculous  form 
usually  occurs  in  persons  under  forty,  gives  rise  to  less 
cachexia  than  the  cancerous  form,  and  is  frequently  asso- 
ciated with  tuberculous  foci  elsewhere,  especially  in  the 
lung,  pleura,  testis,  or  Fallopian  tube.  In  doubtful  cases 
the  tuberculin  test  may  be  employed  or  a  guinea-pig  may 
be  im^izuKited  with  the  exudate. 

Prognosis. — Cajiccrous  peritonitis  is  invariably  fatal 
Tuberculous  peritonitis,  while  always  grave,  not  infrequently 
ends  in  recovery,  especially  \\\  children. 

Treatment. — In  the  tuberculous  form  the  general  treat- 
ment sliould  be  that  of  pulmonar\^  tuberculosis.  When  the 
effusion  is  large,  aspiration  wili  be  required.  Surgical  treat- 
ment (free  incision  with  washing-out  of  the  abdominal  cav- 
ity with  normal  salt  solution)  should  be  advised  in  suitable 
cases. 
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Definition.— A 

toneal   cavity. 

Etiology, — (i)  It  may  result  from  the  causes  of  general 
dropsy — heart  disease,  nephritis,  chronic  lung  disease,  and 
anemia.  (2)  It  may  be  due  to  obstruction  of  the  portal  cir- 
culation, from  cirrhosis  of  the  liver,  tumor,  or  thrombosis 
of  the  portal  vein.  (3)  It  occurs  in  chronic  peritonitis. 
(4)  It   is   often  caused  by  tumors  of  the  abdomen. 

Symptoms. — When  the  effusion  is  large,  a  sensation  of 
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weight  in  the  abdomen,  dyspnea,  scanty  urinatioti,  and  edema 
of  the  feet  may  result  from  pressure,  ^^ 

Physical   Sigrns,— Inspection. — The    abdomen    is    dtJ^| 
tended;  the  surface  is  smooth  and  shining;  the  base  of  the 
thorax  is  broadened ;  the  navel  is  mure  or  less  obliterated  ; 
the  superficial  veins  are  frequently  enlarged  \  and,  when  the 
patient  lies  in  the  dorsal  position,  the  flaiiks  bulge. 

Palpation  may  elicit  fluctuation,  and  in  the  flanks  a  sen! 
^y{  resistance. 

Percussion  reveals  dulness  and  resistance  in  dependenl 
parts,  with  superincumbent  tympany.  The  dulness  is 
moveable  and  is  detecteti  in  the  flanks  when  the  patient 
occupies  the  dorsal  position. 

Aspiration. — The  fluid  is  usually  clear,  straw-colored,  and 
albuminous.  The  specific  gravity  is  from  loio  to  t020. 
In  cancerous  and  tuberculous  peritonitis  the  fluid  is  some- 
times bloody.     Occasionally,  chylous  fluitl  is  present. 

Diagnosis.— Tympanites. — This  yields  universal  hyper- 
resonance  on  percussion. 

Ovarian  Cysts.- — The  enlargemetit  is  at  first  unilateral 
As  the  intestines  are  pushed  aside,  the  dulness  is  anterior 
and  the  resonance  is  in  the  flanks.  Vaginal  examination 
often  furnishes  important  data.  The  fluid  of  the  cyst  has  a 
higher  specific  gravity  (1025). 

Distention  of  the  Bladder,— The  historj',  tiie  location  of 
the  dulness,  and  the  results  of  catheterization  will  render 
the  diagnosis  apfiarent 

Treatment,— Treatment  should  be  directed  to  the 
original  cause.  Hydragogue  cathartics  and  diuretics  are 
sometmies  useful.  Concentrated  saline  solutions, compound 
ja!ap  powder  (20  to  40  grains),  and  elatcrium  {\  grain)  are 
the  most  useful  cathartics.  Infusion  of  digitalis  (3  to  4 
fluidrams).  citrated  caflcin  (2  to  3  grains),  potassium  citrate 
or  acetate  (30  grains),  and  Niemcyer's  pill  (see  p.  105)  ar^ 
the  most  reliable  diuretics. 

li.      Polas^ii  cirratis 

Infusi  digitnlis     ......,, 

Sir,.— A  lulilesjMionfiil  ihrice  daily. 

When  the  effusion  is  large  and  causes  discomfort  or 
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diminution  in  the  quantity  of  uriJie,  paracentesis  should  be 
peii'ornicd. 

Paracentesis  AMommi3.---The  bladder  having'  been  emp- 
tied, the  patient  is  placed  in  a  scmirecumbent  position,  and 
a  spot  in  the  median  line  midway  between  the  umbilicus 
and  the  symphysis  pubis  is  anesthetized  by  means  of  a 
block  of  ice  sprinkled  with  salt.  A  stout  trocar  is  now 
introduced  with  a  quick  thrust  into  the  abdominal  cavity,  a 
rubber  lube  is  attached  to  the  cannula  for  the  purpose  of 
conveying  the  fluid  into  a  pail  placed  below  the  patient's 
bed,  and  the  trocar  is  then  withdrawn.  While  the  fluid  is 
escaping,  a  many-tailed  banda^^e  is  adjusted  to  the  abdomen 
and  gradually  tightened.  The  application  of  such  a  binder 
should  nevec  be  omitted.  It  gives  support  to  the  relaxed 
abdominal  walls,  and  tends  to  prevent  syncope  and  hemat- 
emesis.  When  the  fluid  ceases  to  flow,  the  cannula  is 
removed,  and  the  openin[(  sealed  with  an  antiseptic  pad  and 
a  few  strips  of  adhesive  plaster. 

In  tuberculosis,  peritonitis,  and  in  cirrhosis  of  the  liver 
with  recurrent  ascites  surgical  treatment  sometimes  proves 
successful. 
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THE  URINE. 

Normal  urine  is  a  pale,  amber-colored  fluid,  of  acid  reac- 
tion, having  a  specific  gravity  of  1015  to  1025,  and  amount- 
ing ill  quantity  to  about  50  ounces  (1500  ex.)  in  twenty-four 
hours. 

Polyuria. — An  increased  flow  of  urine. 

TtUiporary  polvuria  may  result  from — (1)  Excessive  in- 
gestion of  fluids.  (2)  Administration  <)f  diuretics.  (3)  Sup- 
pression of  perspiration.  (4)  Crises  of  certain  febrile  diseases, 
and  certain  neurotic  manifestations,  such  as  neuralgia  and 
hysteria.  (5)  Absorption  of  serous  effusions  and  transuda- 
tions. (6)  Removal  of  some  temporary  obstruction  in  the 
urinary  passages. 

Permattcnt  polyuria  may  result  from — (1)  Diabetes  melli- 
tus.  (2)  Diabetes  insipidus.  (3)  Chronic  interstitial  ne- 
phritis.    (4)  Amyloid   kidney. 

Dimmution  of  the  amount  of  urine  or  suppres- 
sion of  urine  (anuria)  occurs— (i)  When  there  is  ex- 
cessive secretion  through  other  channels,  as  in  perspira- 
tion and  diarrhea;  (2)  in  fever;  (3)  in  severe  congestion 
of  the  kidneys;  (4)  in  acute  nephritis  and  late  in  chronic 
parenchymatous  nepliritis ;  (5)  in  collapse;  (6)  in  certain 
nervous  conditions,  as  in  some  cases  of  hysteria ;  and  (7) 
from  mechanical  obstruction^  as  in  compression  of  the  ureters 
by  tumors  and  in  enlargement  of  the  prostate  j^land. 

Urea,— 'Urea  is  the  final  product  of  the  decomposition  of 
proteids  in  the  body.  A  large  part  is  formed  in  the  liver. 
It  is  completely  soluble  in  urine,  but  the  nitrate  of  urea 
crystaUizes  in  the  form  of  transparent  imbricated  plates 
when  nitric  acid  is  added  to  urine  that  has  been  partially 
evaporated 
lis 
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The  amount  of  urea  excreted  varies?  greatJy  in  health. 
Normal  urine  contains  about  2  per  cent,  of  urea.  The 
average  daily  amount   excreted   is  from  500  to  600  grains. 

The  excretion  of  urea  is  increascfi — { 1)  After  the  inges- 
tion of  much  albuminous  food  ;  (2)  after  exertion  ;  (3)  in 
febrile  and  acute  inflammatory  diseases;  (4)  in  diabetes; 
(5)  after  the  use  of  certain  drugs,  as  thyroid  extract,  cafiTeinp 
and  salicylic  acid. 

The  excretion  of  urea  is  diminished — (1)  In  nephritis; 
(2)  in  inanition  and  cachexia;  (3)  in  destructive  diseases  of 
the  liver — acute  yellow  atrophy,  cirrhosis. 

Fmviers  HypoMoriU  Test  for  Urea, — Add  to  I  volume  of 
the  urine  7  volumes  of  Labarraque's  solution  of  chlorinated 
soda.  Shake  the  jar  containing  the  itiixture  occasionally, 
and  stand  it  aside  for  two  hours,  when  the  urea  will  have 
been  decomposed.  Now  take  the  specific  gravity  of  the 
quiescent  fluid. 

Ascertain  the  specific  gravity  of  the  mixture  of  urine  and 
Labarraque's  solution  before  decomposition.  To  do  this^ 
multiply  the  specific  gravity  of  the  pure  Labarraque's  solu- 
tion by  7,  add  this  to  the  specific  gravity  of  the  pure  urine, 
and  divide  by  8,  The  result  is  the  specific  gravity  of  the 
mixed  fluid.  From  this  subtract  the  specific  gravity  of  the 
quiescent  mixture  after  decomposition  of  the  urea,  multiply 
the  difference  by  'j'] ,  and  the  result  is  the  percentage  of 
urea  (Tyson). 

X^ithtiria.^ — Uric  acid  or  urates  in  the  urine.  These  sub- 
stances appear  to  be  derived  from  the  nuclein  of  cellular 
nuclei.  When  they  are  in  excess,  the  urine  is  heavy,  dark 
in  color,  and  on  cooling  throws  down  a  brick-red  deposit. 

Microscopically,  uric  acid  appears  as  reddish-yellow 
rhombic  prisms  or  lozenge-shaped  crystals. 

Amorphous  urates  appear  as  fine,  dark,  and  opaque 
granules. 

Crystalline  urates  appear  as  needles,  dumb-bells,  or  as 
globular  masses  from  which  sharp  spines  project, 

Mnrcxid  Test  for  Uric  Acid  and  its  Salts. — P>aporate  a 
little  urine  in  a  porcelain  dish,  add  a  drop  or  two  of  strong 
nitric  acid,  and  heat  again  to  dryness.    Cool,  and  add  a  drop 
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of  liquor  ammoniae,  and  the  beautiful  purple  color  of  mu rex  id 
is  dcvelopecJ. 

Urates. — The  urates  are  present  in  small  quantity  in  nor- 
mal urine.  They  may  become  percejitiblc  or  transiently 
increased:  (i)  In  urine  exposed  to  a  cold  atmosphere.  (2) 
In  urine  made  scanty  by  free  perspiration  or  diarrhea.  (3) 
When  the  acidity  of  the  urine  is  temporarily  increased. 
(4)  After  excessive  indulgence  in  nitrog^enous  food. 

The  urates  are  increased  pathologically  in  many  diseases 
whicli  directly  or  indirectly  interfere  with    tissue  or   food 


I 


Fig.  3. — Uric  JiciU  aiid  uric  acid  salts. 


metabolism,  notably  in:  (i)  Gout;  (2)  fever;  (3)  leukemia; 
(4)  intlitjestion  ;  (5)  diseases  of  the  lungs — from  interference 
with  oxidation. 

I#eucinuria  and  Tyrosmuria.^Leucin  and  ty rosin  are 
fnunti  in  the  urine  in  certain  spt-cific  fevers,  and  especially  in 
fatty  degeneration  of  the  liver  resulting  either  from  phos- 
phorus-poisoning or  from  acute  yellow  atrophy. 

They  may  be  detected  by  evaporating  a  few  drops  of  the 
urine  on  a  glass  slide.  Lcucin  appK!ars  in  the  form  of  small, 
round,  glistening  spheres,  resembling  fat-drops,  but,  unlike 
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the  latter,  they  are  insoluble  in  ether,     Tyrosin  appears  in 

the  form  nf  intL*rscctrn|;  tufts  of  fine  acicular  crystals. 

Fhosphaturia. — Phosphates  occur  in  two  forms,  amor- 
phous and  crystalline. 

Amorphous  earthy  phospJtatcs  arc  found  in  alkaline  urine, 
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Fig.  4.-**<i,  Tyrosin  crystals ;  h,  Icucin  crysUls. 

and  are  precipitated  by  adding  a  few  drops  of  liquor  am- 
monise  to  the  urine. 

Crystallized  phosphate  of  lime  appears  as  stellar  or  rod- 
shaped  crystals  which  are  soluble  in  acetic  acid. 
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Fig.  5.— TripJc  phosphate. 

The  ammon'wmagnesium  phosphate,  or  triple  phosphate, 
appears  in  decomposing  urine  as  transparent,  coffin-shaped 
prisms.  They  may  resemble  cr>^stals  of  oxalate  of  hme, 
but,  unlike  the  latter^  are  freely  soluble  in  acetic  acid. 
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The  presence  of  phosphates  in  the  urine  is  no  indication 
of  excess,  for  when  normal  in  amount,  they  are  often  prc^ 
cipitated  in  urine  that  is  temporarily  alkahne. 

The  detection  of  triple  phosphates  in  newly  voided  urine 
indicates  decomposition  in  the  bladder,  a  condition  residting 
from  vesical  catarrh. 

Phosphate ria  results  from  many  causes— certain  nervous 
.diseases,  nervous  dyspepsia,  rickets^  osteomalacia,  leukemia, 
and  gout.  Cases  of  polyuria  with  phosphaturia  have  been 
described  {Jiadctes  phospkaticus), 

Ohlorids. — The  quantity  of  these  salts  is  incrcasi'd :  ( i)  After 
exertion.     (2)  During  the  absorption  of  serous  effusions. 


Fig.  6.— Oxalate  of  lime. 

The  quantity  is  dicreascd :  (i)  In  most  febrile  diseases. 
(2)  In  nephritis-  (3)  In  many  wasting  diseases.  (4)  Espe- 
cially ill  pneumonia. 

Tt'jA— We  may  thus  roughly  estimate  the  quantity.  Add 
a  few  drops  of  strong  nitric  acid  to  the  urine,  remove  any 
albumin  that  may  be  present,  and  then  add  to  the  clear 
urine  a  little  of  a  strong  solution  of  nitrate  of  silver.  The 
abundance  of  the  white  precipitate  will  indicate  the  quantity 
of  chlorids    present 

Oxaluria. — Oxalate   of  lime   appears    in    the    urine   as 
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mb-belUshaped  cr\^stals    or  as  minute, 
octahedra. 

They  are  found  in  excess  :  ( i )  After  catint^  certain  fruits 
and  vegetables,  as  spinacli.  rhubarb,  cauhflower,  and  pears  ; 
(2)  in  certain  nervous  diseases,  notably  hypochondriasis, 
melancholia,  and  neurasthenia;  (3)  in  diabetes;  (4)  vanous 
digestive  disturbances. 

Tttbe-casts.^ — ^Thcse  are  cyhnders  of  albuminoid  sub- 
stances formed  iu  the  uriniferous  tubules.  They  are  often 
composed  in  part  of  epithelial  cells,  blood-ccHs,  or  the 
products  of  degenerated  cells,     They  appear  as  : 

Hyaline  Casts. — These  are  clear,  translucent  cylinders^ 
often  so  pale  as  to  be  scarcely  visible.  They  occur  in  the 
urine  in  all  forms  of  nephritis,  in  conj;estion  of  the  kidneys, 
in  jaundice,  and  even  in  health.  They  are  frequently  the 
only  casts  present  in  chronic  interstitial  nephritis. 

Waxy  Casts. — These  resemble  hyaline  casts,  but  they 
appear  more  solid  and  rigid  and  are  more  or  less  yellow. 
They  occur  especially  in  chronic  parenchymatous  nephritis. 

Epithelial  Casts. — These  are  cylinders  of  epithelial  cells 
or  hyaline  casts  covered  with  epithehal  ceils.  They  occur 
especially  in  acute  parenchymatous  nephritis. 

Granular  Casts, — These  are  cylinders  covered  with  the 
debris  of  broken-down  epithelial  cells.  They  may  occur  in 
any  form  of  nephritis. 

Fatty  Casts. — These  are  casts  studded  with  oil-drops  de- 
rived from  degenerated  epithelium.  They  occur  chiefly  in 
chronic  parenchymatous  nephritis. 

Blood  Casts. — ^These  are  cylindnc  masses  of  red  blood- 
cells,  or,  more  commonly,  hyaline  casts  studded  with  red 
blood-cells.  They  occur  in  acute  and  chronic  hemorrhagic 
nephritis. 

Pus  and  Bacterial  Casts, — Casts  composed  respectively 
of  masses  of  pus-cells  and  of  bacteria  are  occasionally  met 
with  in  suppurative  nephritis. 

Cylimiroids. — These  formations  may  resemble  hyaline 
casts,  but  they  are  usually  much  longer  and  often  taper  off 
at  one  end  to  a  thread.  Moreover,  they  frequently  show 
constrictions  at    different  points.     Their  presence  is  not  a 
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They  often  occur  in  conditions  of  renal 


proof  of  nephritis, 
irritation, 

Urobilitmria,— Urobiiin  is  probably  a  derivative  of  bili- 
rubin. When  present  in  excess,  the  urine  is  dark  brown. 
When  deposited  in  the  tissues,  it  causes  a  brownish  pig- 
mentation known  as  urobilin-ictcrus.  The  urobilin  in  the 
urine  may  be  patliolojjically  increased — (i)  In  diseases 
associated  witli  destruction  of  red  blood-eel !s>  as  pernicious 
anemia  and  scurvy  ;  (2)  after  the  absorption  of  hemorrhagic 
effusions ;  (3)  in  acute  infectious  diseases ;  (4)  in  certain 
liver  diseases  (cancer,  cirrhosis,  catarrhal  jaundice),  provided 
the  entrance  of  bile  into  the  bowel  is  not  entirely  prevented. 

Hematoporphyriniiria. — Ilcmatoporphyrin  is  a  prod- 
uct of  the  deconipusition  of  hemoglobin.  It  is  Iiematin  de- 
prived of  its  iron.  Large  amounts  impart  to  the  urine  a 
dark-red  colon  It  is  found  in  the  urine  in  a  large  number 
of  diseases,  and  in  chronic  poisoning  by  sulphonal  and 
trionaL 

Glycosuria. — Grape-sugar  in  the  urine. 

Causes. — Normal  urine  contains  a  trace,  but  this  is  not 
recognizable  by  the  ordinary  tests.  Decided  glycosuria  is 
secn^lj  In  diabetes  melHtus  ;  (2)  after  the  digestion  of 
large  amounts  of  saccharine  matter  ;  (3)  in  poisoning  by 
certain  drugs,  such  as  phloridzin,  nitrites,  chloroform  ;  (4)  in 
pregnancy;  (5)  in  diseases  or  injuries  to  the  floor  of  the 
fourth  ventricle  ;  (6)  in  lesions  of  the  pancreas  involving  the 
islands  of  I^ngerhans  ;  (7)  in  many  nervous  diseases  and 
acute  infections — epilepsy,  tetanus,  cholera,  pertussis,  etc. 

QualihUive  Tests  fi*r  G/urosc, — The  copper  tests  are  com- 
monly employed,  and  de[)end  on  the  power  which  glucose 
possesses  of  converting  blue  oxid  of  copper  into  the  orange- 
yellow  suboxid. 

Trommers  TtsL — ^Add  to  the  suspected  urine  half  its 
volume  of  liquor  potass^,  and  if  any  precipitate  falls,  filter 
the  solution  ;  then  add  one  or  two  drops  of  a  weak  solution 
(i  :  30)  of  sulphate  of  copper,  and  heat  the  resulting  mix- 
ture. If  sugar  is  present,  a  dense  yellow  or  red  precipitate 
falls. 

Simple  decolorization  of  the  fluid  is  no  proof  of  sugar. 
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Fehlings  Test. — As  the  fluitl  employed  in  this  test  spoils 
on  keeping,  it  should  be  freshly  [irejiared  when  required  by 
mixing  in  equal  proportions  the  following  solutions: 

First  solution:  Dissolve  34.64  grams  of  pure  cupric  sul- 
phate in  distilled  water,  and  dilute  up  to  500  ex. 

Second  solution  :  Dissolve  1  80  ^rams  uf  pure  KoclK-lle 
salt  and  70  grams  of  caustic  soda  in  400  c,c.  of  distilled 
water,  and  heat  to  boiling  ;  on  cooling;  make  up  to  500  c.c. 
with  distilled  water. 

To  about  ten  minims  of  each  solution  in  a  test-tube  add 
about  a  fluidram  of  distilled  water,  and  boil  for  a  few 
seconds ;  if  the  solution  remains  clear,  add  the  suspected 
urine  drop  by  droji.  and  occasionally  heat  the  tube.  If 
sugar  is  abundant,  a  ycIlowish-red  deposit  will  be  produced. 
If  no  precipitate  falls,  continue  the  addition  of  the  urine 
until  an  equal  volume  has  been  added,  and  allow  to  coo! ; 
then  if  no  precipitate  falls,  sugar  is  absent. 

The  PhcnvihydraziH  Test. — ^Put  in  a  test-tube  half  filled 
with  water  phenylhydrazin  ihydrochlorale)  1  grains  and 
sodium  acetate  3  grains.  Dissolve  by  heating.  Fill  the 
tube  with  suspected  urine,  and  stand  in  boiling  \vatcr  for 
twenty  minutes.  Then  place  in  cold  water.  On  cooling, 
yellow,  radiating  groups  of  needle-shaped  ciystals  of  phenyl- 
glucosazon  fall,  which  may  be  detected  under  the  micro- 
scope. 

Bottger's  Test. — Add  to  a  couple  of  drams  of  suspected 
urine  which  is  free  from  albumin  an  equal  volume  of  liquor 
potassae  and  a  few  grains  of  subnitrate  of  bismuth,  and 
boil;  if  sugar  is  present,  it  will  reduce  the  salt  of  bismuth  to 
black  metallic  bismuth.  Substances  containing  sulphur, 
like  albumin,  yield  a  similar  black  precipitate. 

The  Ferfnentation  Test, — Fill  a  four-ounce  bottle  three 
parts  full  of  urine,  and  add  a  fluidram  of  ordinary  yeast  or  a 
small  portion  of  compressed  yeast ;  lightly  cork,  and  subject 
to  a  temperature  of  70*^  to  80°  F.  for  ten  or  twelve  hours. 
If  sugar  is  present,  fermentation  results  with  the  evolution 
of  carbon  dioxid,  and  the  specific  gravity  of  the  urine  falls. 

Quantitative  Tests, — Fermentation  test :  Employ  two  bot- 
tles of  urine,  and  to  the  one  add  the  yeast ;  at  the  end  of 
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twenty-four  hours  take  tJie  specific  gravity  of  each  specimen. 
Every  degree  lost  in  the  fermented  urine  indicates  a  grain 
of  sugar  to  the  fluidounce. 

Fehlifigs  Test, — To  i  c.c.  of  Fehh'ng's  solution  add  4  ex. 
of  distilled  water,  and  boil;  if  the  solution  .still  remains  clear, 
add  ^  ex.  of  the  urine  from  a  graduated  pipet,  and  gently 
heat.  Continue  the  addition  of  the  urine,  little  by  little, 
until  all  blue  color  has  disappeared.  If  i  c.c.  of  urine  has 
t>een  added,  it  will  have  contained  half  of  i  percent,  of  sugar. 
If  2  c.c.  are  used,  it  will  have  contained  \  per  cent.  If  but 
half  of  a  cubic  centimeter  is  used,  it  will  have  contained 
I  |>cr  cent. 

If  the  specific  gravity  indicates  that  the  amount  of  sugar 
is  great,  dilute  the  urine  with  a  definite  amount  of  water, 
and  estiinnte  accordingly  (Tyson). 

Albuminuria.— Albumin  in  the  urine. 

Causes.— It  occurs — (1)  In  all  forms  of  nephritis ;  (2)  in 
congestion  of  kidneys  from  diseases  of  the  heart,  lungs,  and 
liver;  (3)  in  conditions  profoundly  aftecting  the  blood,  as  per- 
nicious anemia,  leukemia,  purpura,  and  poisoning  by  many 
drugs;  (4)  in  acute  febrile  tliseases  ;  (5)  often  in  pregnancy; 
(6)  occasionally  in  certain  persons  in  health,  as  in  young 
adults  after  exertion,  or  a  diet  rich  in  proteids  (cyclic  albu- 
minuria), or  even  upon  changing  to  the  upright  position 
(orthostatic  albuminuria)  ;  (7)  when  the  urine  contains  pus 
or  blood  (accidental  albuminuria);  (8)  in  many  nervous  dis- 
eases, as  apoplexy,  cerebral  concussion,  tetanus,  epilepsy. 

Tests  for  AUntmiu, — HcHers  Test. — Pour  a  small  quantity 
of  colorless  nitric  acid  in  a  test-tube,  and  allow  an  equal 
quantit>'  of  filtL-rcd  urine  to  trickle  from  a  pipet  down  the 
side  q[  the  tube  and  to  cume  in.  contact  with  the  acid.  If 
albumin  is  present,  a  sharply  defined  white  ring  is  formed  at 
the  line  of  junction. 

Turpentine,  copaiba,  and  other  olcfiresins  eliminated  in 
the  urine  yield  similar  rings,  but  the  latter  arc  redissolved 
on  the  addition  of  alcohoL 

Uric  acid  produces  an  undefined  pink  ring,  but  it  is  not 
exactly  at  the  line  of  contact,  and   is   redissolved  on  the 
application  of  heat 
Johnson  s  Test. — Fill  a  six-inch  test-tube  two-thirds  full 
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^m  of  filtered  urine,  and  allow  a  couple  of  drams  of  a  clear, 
^P  saturated  solution  of  picric  acid  to  flow  down  the  side  of  the 
'         tube  and  to   mix  with  the  urine.     Turbidity  indicates  the 

I    presence  of  albumin,  and  it  increases  on  gently  heating  the 
tube  near  its  mouth.     Certain  substances  in  the  urine,  like 
the  alkaloids,  produce  a  similar  turbidity,  but  this  disap- 
pears on  the  application  of  heat. 
RadiTts's  Nitric  Mttgncsittm   TtsL — ^ This  test  is  very  deli- 
cate and  reliable.     The  test-fluid   is    made  by  adding   one 
volume  of  strong  nitric  acid  to  five  volumes  of  a  saturated 
^_    solution   of  sulphate  of  magnesium,  and  is  employed   m 
^p    the  same  manner  as  nitric  acid  in  Heller's  test. 
^        Acetontiria. — Acetone  is  probably  derived  chiefly  from 
the  fats  through  the  intermediary  j^tages  first  of  ^^-oxybu- 
tyric  acid  and  then  of  diacetic  actd.     It  occurs  in  the  urine — 
I  ( i)  To  a  XQTy  slight  extent  in  health  ;  (2)  in  diabetes  mcllitus  ; 

H    (3)  in  starvation ;  (4)  in  chloroform  narcosis;  (5)  in  some 
^1    cases  of  carcinoma  ;  (6)  in  certain  digestive  disturbances, 
^m        Legats  Acetone  Test, — To  4  c.c.  of  urine,  rendered  alka- 
"     line  with  liquor  potassa?^  add  a  few  drops  of  a  strong  solu- 
I  tion  of  sodium    nitroprussid.       If  the  red  color  produced 

^ft  turns  purple  on  the  adilition  of  a  few  drops  of  concentrated 
^B    acetic  acid^  acetone  is  present. 

H  Diaceturia. — Diacetic  acid  is  found  in  the  urine  under 
^^     the  same  conditions  as  acetone.     The  occurrence  of  diace- 

Ituria  in  diabetes  is  favored  by  a  too  rigorous  meat  diet. 
Test  for  Diacetic  Aci^i.—Ai^d  a  solution  of  ferric  chloiid  to 
urine  that  has  not  been  boiled.  If  diacetic  acid  is  present, 
a  Burgundy-red  color  develops. 
Beta-Oxybutyria.^ — Beta-oxybutyric  acid  is  found  often 
in  the  urine  with  diacetic  acid.  It  is  thought  to  be  the 
cause  of  diabetic  coma. 

I  Hematuria, — Blood  in  the  urine.  The  chief  causal 
conditions  are:  (l)  Traumatism;  (2)  acute  inflammation  of 
any  part  of  the  genito-urioary  tract — kidneys,  bladder, 
urethra;  (3)  calculi  in  the  bladder  or  kidney;  (4)  conges- 
tion of  the  kidneys  from  chronic  heart,  lung,  or  liver  dis- 
ea.se;  (5)  conditions  seriously  affecting  the  blood,  such  as 
the  specific  fevers,  scurvy,  malaria,  pernicious  anemia,  etc. ; 
(6)  tumors  and  tubercle  of  the   kidney   or  bladder;   (7) 
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varicose  veins  at  the  neck  of  the  bladder  (occasionally  seen 
in  old  persons);  (8)  vicarious  menstruation  (vcr}'  rare);  (9) 
parasites  in  the  genito-urinary  tract,  such  as  the  Filaria 
sanj^uinis  hominis  and  Distoma  haematobium. 

Diagnosis.^ — By  the  color  of  the  urine  and  by  microscopic 
and  spectroscopic  examination, 

HiHi'r's  Tt'st. — Boil  the  urine  with  a  solution  t)f  caustic 
potash :  phosphates  are  precipitated,  which  assume  a  red 
color  from  the  freed  hematin. 

Source  of  Hemoixliage.— P;v////v/.— The  urine  first  passed 
is  bloody,  and  the  other  symptoms  point   to  the  urethra. 

/>/^f</f/dT,— Bleeding  often  at  the  end  of  micturition  and 
other  symptoms  point  to  the  bladder. 

Kuimy. — Blood  intimately  mixed.  There  may  be  blood- 
casts  or  clots,  and  the  other  symptoms  point  to  the  kidneys. 

HetnO^lobilltiria. — Blood-pigment  in  the  urine.  The 
chief  causal  conditions  are — (i)  Blood  disintegration  from 
acute  infections  (malaria,  typhoid  fever,  yellow  fever),  scurvy, 
pur]>ura,  or  poisons  {potassium  chlorate,  carbolic  acid,  etc.); 
(2)  absorption  of  hemorrhagic  effusions  and  the  transfusion 
of  blood ;  (3)  some  cases  of  Raynaud's  disease.  It  occa- 
sionally results  from  expos n re  or  ov^erexertion  (^paroxysmat 
hcmoj^iobinitria ). 

Indicanuiia* — Indican,  or  potassium  indoxyl  sulphate, 
is  a  product  of  indol  derived  from  the  bacterial  decompo- 
sition of  proteids  vn  the  intestine.  It  does  not  color  the 
urine,  but  by  oxidation  it  is  converted  into  indigo-blue.  It 
is  a  constituent  of  normal  urine.  It  is  increased  (l)  in  aJl 
conditions  which  favor  putrefaction  in  the  upper  bowel,  as 
obstruction  in  the  small  intestine,  acute  and  chronic  peri- 
tonitis, typhoid  fever,  intestinal  catarrh,  and  obstructive 
jaundice;  (2)  conditions  associated  with  the  decomposition 
of  pus,  as  empyema,  abscess,  and  gangrene  of  the  lung. 

Tests  for  Indican. — Mix  equal  vo!iimcs  of  urine  and  fum- 
ing hydrochloric  acid,  and  with  constant  shaking,  add  a 
fresh,  saturated  solution  of  calcium  hypochlorite,  drop  by 
drop,  until  the  blue  color  ceases  to  deepen,  then  shake  with 
chloroform.  The  latter  dissolves  the  indigo  and  separates 
as  a  blue  liquid,  the  color  of  which  is  more  or  less  deep, 
according  to  the  amount  of  indican. 
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Clioltiria. — The  presence  of  bile-pig^mcnts  and  bile  acids 
in  the  urine.  It  is  most  marked  in  obstructive  jaundice, 
but  it  may  also  occur  in  the  non-obstructive  forn).  The 
urine  varies  from  a  greenish -yellow  to  a  dark -brown  color. 
Tists  for  BUi\—Gm€lins  Test, — Allow  a  few  drops  of 
urine  and  a  few  drops  of  fumini;  nitric  acid  to  come  together 
on  a  white  plate.  If  bile  is  present,  there  will  be  an  iri- 
iescent  play  of  colors — green,  blue,  violet,  and  red — at  the 
line  of  contact. 

Pcttcnkoft/s  Test. — Add  a  few  grains  of  cane-sugar  and 
drop  of  sulphuric  acid  to  the  suspectctl  urine  in  a  test- 
:ub€ ;  heat  gently,  and  if  bile  acids  are  present,  a  violet-red 
color  is  produced. 
^—  Hays  Ttsi, — If  a  very  small  amount  of  flowers  of  sulphur 
^■>e  sprinkled  upon  the  surface  of  the  urine,  it  will  at  once 
^H>egin  to  fall  to  the  bottom  if  the  slightest  traces  of  bile  are 
^^resent. 

Chyluria. — Chyle  in  the  urine.  The  urine  presents  a 
milky  appearance.  The  emulsion  o{  the  fat  is  so  complete 
that  microscopic  e.xamination  rarely  reveals  distinct  oil- 
globules.  Ether  dissolves  the  fat  and  renders  the  urine 
clear.  Chylous  urine  is  often  slightly  pink  from  the  admix- 
lure  of  blood.  The  chief  cause  of  chyluria  is  the  obstruction 
of  the  lymphatic  ducts  by  the  Filaria  sanguinis  hominis. 

Pyuria. — Pus  in  the  urine.  It  results  ( i)  from  suppura- 
tive inflammation  of  any  part  of  the  gen ito- urinary  tract, 
and  (2)  from  the  rupture  of  abscesses  into  the  tract. 

It  appears  as  a  dull,  greenish-yellow  precipitate  that  is 

inverted  into  a  clear  gelatinous  mass    by  the  addition  of 

liquor  potass:!.'.    It  can  always  be  detected  by  the  microscope. 

Source. — When  pus   is  from  the  kidney,  it  is  intimately 

lixed  with  the  urine;  the  latter  has   an    acid  or   neutral 

taction,  and  the  associated  symptoms  point  to  the  kidneys. 

When  the  pus  is  from  the  bladder,  it  is  not  so  intimately 

lixed  with  the  urine;  the  latter  is  often  alkaline  in  reaction, 

id  the  associated  symptoms  point  to  the  bladder. 

Bhrllch's  Diazo-reaction* — In   ceiiain    diseases  the 

urine  Gontiins  aromatic  bodies  that  produce  a  characteristic 

color  with  sulpho-diazobenzol 


I30 


DISEASES  OF  THE  KWAEYS. 


A 


I 


Fracess. — Two  solutions  should  be  prepaid  and  ke^it  in  Hcpaxate  bottles: 
r.  SulphaniJic  acul  ,    .    .  5.0  2,  Sodium  ntlrilc  .       .      05 

Hydrochloric  aci<J,    pure     50.0  DiMilleii  water     .    ,  icoo 

Di>ti]ltcl  waier tooo.O 

In  cmlcr  lo  a|)ply  the  test,  50  c.c.  of  No.  1  are  added  lo  I  c,c.  of  No,  2, 
The  mixture  \&  added  to  the  urine  in  a  test-tube  in  the  prvijorUoii  of  half  urine 
and  half  mixture.  One  c.c.  of  ammunia- water  is.  then  aiided  and  the  test-tui>e 
\ii  violently  shaken.  I'he  reacliun  is  posittve  only  when  the  resuking  froth 
acquires  a  rose-red  (liot  brown)  color. 

The  diazo- reaction  is  commoTily  present  in  U'plioid  fever. 
Its  value  in  diagnosis  is  lesscneti  by  its  frequent  occurrence 
in  tuberculosis,  measles,  pneumonia,  and  septic  diseases. 


FLOATING  KIDNEY. 

(Movable  Kidney;  Nephroptosis  J 

Definition.^ — A  condition  in  wlikh  the  kidney  manifests 
a  hi^h  degree  \^^  mobility. 

Etiology. — It  is  much  more  frequent  in  women  than  in 
men.  Tight  lacing,  frequent  pregnancies,  rapid  loss  uf  flesh, 
and  overexertion  are  reputed  causes.  Congenital  laxity  of 
the  pcrincphiic  tissues  is  probably  the  chief  factor.  ^ 

Symptoms. — The  right  kidney  is  the  one  usually^^J 
affected,  probably  from  its  relation  to  the  liver,  which  moves 
during  the  respiratory  acts.  The  kidney  may  be  found  in 
any  part  of  the  abdomen  as  a  movable  tumor,  reniform  in 
shape,  somewhat  tender  to  the  touch,  and  rarely  imparting 
the  pulsation  of  the  renal  arteiy.  Not  infrequently  gastrop- 
tosis  and  enteroptosis  coexist.  ^m 

There  may  be  no  subjective  s\'mptoms.     In  many  cases,  ^ 
however,  there  is  a  sense  of  discomfort  in   the  abdomen, 
accompanied  by  digestive   disturbance,  hysteric   manifesta- 
tions,  and    hypochondriasis.      Occasionally  painful    parox-  fl 
ysms  occur  simulating  renal  colic  (Dietl's  crises).     These" 
have  been  attributed  to  engorgement  of  the  kidney  from 
;isting  of  the  renal  vessels.  h 

'diagnosis. — The  reniforin  shape  of  the  tumor,  its  free  ( 
mobility,  its  stationar>^  size,  the  lessened  resistance  on  per- 
cussion over  the  renal  region  of  the  affected  side,  and  the 
absence  of  cachexia  will  serve  to  diagnose  a  floating  kidnejr] 
from  other  abdominal  tumors. 


HYPEREMIA    OF  THE  KIDXEY.  I3I 

Treatment. — ^In  many  cases  regulation  of  the  diet,  the 

tvoidancc  «»r  undue  exertion,  anti  the  apphcation  of  a  broad 
Lbdominal  binder  will  suflfice.  WJien  the  distressing  symp- 
toms persist  and  prove  disabling,  nephrorrhaphy  (stitching 
le  kidney  to  the  posterior  abdominal  wall)  should  be  con- 
iidered. 

HYPEREMIA  OF  THE  KIDNEYS. 
Varieties. — ( i )  Active  h)'peremia ;  {2)  passive  hyperemia. 

ACTIVE  HYPEREMIA. 

Btiology. — It    may    be    due   to  exposure  to  cold;    to 

ions  (cantharides,  turpentine,  copaiba,  etc);  to  the  acute 

rrs  ;  or  to  pregnancy. 

Pathology. — The   kidneys  arc  swollen,  red.  and   bleed 

freely  on  section.     Microscopic  examination  reveals  engorge- 

Jinent  of  the  capillaries  and  cloudy  swelling  of  the  epithelium, 

Sytnptotns. — ^The   urine  is  scanty  and   may  contain  a 

[small  amount  of  albunun  and  a  few  hyaline  casts.     There  is 

no  edema. 

Treatment.^ — The  patient  should  be  kept  in  bed  for  a 
few  days.     The  diet  should  consist  of  milk.     Wet-cups  and 
^hot  applications  over  the  kidney  region  afford  relief     Saline 
>urges  and  vapor-baths  are  efficacious. 

PASSIVE  HYPEREMIA. 

Etiologfy* — It  is  most  commonly  caused  by  chronic 
[heart  and  lung  diseases  which  impede  the  circulation.  It 
lay  be  due  to  pressure  on  the  renal  veins  by  tumors,  ascitic 
JHuid,  or  the  pregnant  uterus.  It  occasionally  results  from 
'thrcimbosis  of  the  renal  veins  or  inferior  vena  cava* 

Pathology. — The  kidneys  are  swollen,  firm,  and  of  a 

dark-red  color.    The  Malpighian  bodies  are  distinctly  visible. 

ing-standing    passive  congestion    leads   to   pigmentation 

to  hypeq)lasia  of  connective  tissue  {cyanotic  induration), 

Lptotns. — The   urine  is   scanty,  dark,  and  of  high 

;pecific  gravity  (1030  to  IO55).     It  contains  a  small  amount 

\f>{  albumin  and  often  a  few  hyaUne  casts  and  a  few  red 
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blood-cells.  Symptoms  of  the  primary'  disease  which  has^ 
caused  the  general  venous  stasis  (dyspnea,  cyanosis,  and 
edema)  are  often  superadded.     Uremia  does  not  occur. 

Prognosis, — -This  depends  upon  the  ijravity  of  the  pri- 
mary disease. 

Treatment.^'The  patient  should  be  kept  at  rest.  The 
diet  should  consist  chiefly  of  milk  and  farinaceous  food. 
Dry  cupping  is  of  service.  As  a  diuretic,  infusion  of  digi- 
taUs  (2  to  4  drams)  is  distinctly  useful.  Hydragogue 
cathartics  (salines  and  compound  jalap  powder)  may  be 
employed  as  adjuvants.  In  chronic  heart  disease  such  a  pill 
as  the  following  may  be  of  service: 


B.     I'liiveris  rligjialis 

PulviKns  SCI  Ilia: 

Exliucti  nuciii  vomicae* 
Massgc  fcrri  carUjnoiis  . 

Fiant  in  pilulsc  No.  \x. 

SiG. — Que  pill  four  liineii  a  day, 


aa  gr.  XX 

i;r.  iv 


UREMIA- 

Defitlition. — The  name  applied  to  a  group  of  symptoms 
resulting  hum  the  retention  of  poisons  in  the  blood  which 
should  have  been  eliminated  by  the  kidneys. 

Symptoms. —It  may  develop  slowly  or  abruptly  in  any 
form  of  nej)itrttis,  and  may  be  manifested  by  any  of  the 
following  phenomena:  Headache,  vertigo,  delirium,  epilep- 
tiform convulsions,  coma,  sudden  blindness  (unassociated 
with  any  retinal  change),  and  transient  paralysis  from 
congestion  or  edema  of  the  brain  or  spinal  cord. 

Pulinonary  Symptoms. — Dyspnea  (uremic  asthma),  Cheyne- 
Stokes  breathing, 

Gastro-mtestinal  Sjrmptoms. — Hiccup,  obstinate  vomiting, 
and  purging. 

Gknerai  Symptoms. — The  skin  is  dry,  the  breath  has  a 
urinous  odor,  the  pulse  is  slow  and  often  of  high  tension^ 
and  the  urine  is  scant)'  or  suppressed.  The  temperature  is 
usually  normal  or  subnormal,  but  slight  fever  is  not  un- 
common. 

Diagnosis. — The  urinous  odor  of  the  breath,  the  scanty 
urine,  the   decreased    urea   excretion,  and  the   associated 
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symptoms  of  nephritis  will  usually  lead  to  a  correct  diag- 
nosis. The  diftercntiation  of  uremic  coma  from  other  forms 
of  coma  is  considered  on  page  376. 

ProgUOSis*^ — This  is  always  grave.  Recovery  is  pos- 
sible, however,  even  after  the  must  severe  symptoms. 

Treatment. — The  chief  indication  is  to  favor  elimination. 
Two  drops  lif  croton  oil,  diluted  with  olive  oil  or  [glycerin, 
or  \  grain  of  eiatcrium,  should  be  given  at  once.  Sweating 
should  be  proniutcd  by  hot-air  or  vapor  baths  and  the 
hypodermic  administration  of  pilocarpin.  If  coma  or  con- 
vulsions appear,  and  the  patient  is  not  too  feeble,  venesec- 
tion may  be  practised,  the  removal  of  from  1 5  to  20  ounces  of 
blood  sometimes  exerting  a  very  happy  effect.  In  children 
a  few  ounces  of  blood  may  be  abstracted  from  the  loins  by 
means  of  wet-cups. 

After  the  blood  has  been  withdrawn,  normal  saline  solu- 
tion may  be  injected  subcutaneously.  Rectal  irrigation 
with  hot  saline  solution  is  another  patent  measure.  Con- 
vulsions may  be  controlled  by  chloroform  inhalations  or 
by  an  enema  of  chloral  (^  to  i  dram).  Mnrphin  has  been 
recommended,  but  it  should  be  used  with  great  caution, 
especially  in  chronic  interstitial   nephritis. 


ACUTE  NEPHRITIS. 

(Acute  Bright* B  Disease ;  Acute  Tubular  Nephritis ;  Acute  Dea, 

Quamative  Nepliritis ;  Acute  Parenchymatous  Nephritis ;  Acute 

Catarrhal  Nephritis.) 

Definition. — An  acute  inflammatory^  disease  of  the  kid- 
ney, involving  especially  the  epithelium  of  the  tubules  and 
glomeruli. 

Etiology. — The  chief  causes  are  ;  ( 1 )  Infectious  diseases, 
especiall)' scarlet  fever;  {2)  poisons  which  are  eliminated 
through  the  kidneys,  such  as  cantharides,  turpentine,  etc. ; 
(3)  exposure  to  cold  and  wet;  (4)  pregnancy.  Inflamma- 
tory skin  diseases  and  extensive  burns  may  also  cause 
acute  nephritis. 

Pathol ogy, — The  kidney  is  swollen  and  the  capsule 
non-adherent.     At  first  the  organ  is  bright  red  in  color ;  it 
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soon,  however,  becomes  pale  and  mottled  in  appearance, 
although  the  Malpighian  tufts  still  retain  their  deep-red  tint 

Histology. — The  e[)ttheHum  of  the  tubules  and  glom- 
eruli is  the  seat  of  cloudy  swelling  and,  later,  of  fatty 
degeneration.  Desquamated  epithelium,  blood-corpuscles^ 
and  an  albuminous  exudate  block  the  tubules.  The  capil- 
laries are  dilated,  tlieir  walls  are  degenerated,  and  bloody 
extravasations  are  not  infrequently  seen.  The  interstitial 
tissue  is  more  or  less  infiltrated  with  leukocytes, 

S3rmptomB. — The  general  symptoms  are  moderate  fev^er 
and  its  associated  phenomena;  dull  lumbar  pain;  nausea 
and  vomiting;  dropsy,  beginning  in  the  face  and  becoming 
general;  and  proiKRi need  anemia.  Uremic  symptoms  may 
develop  at  any  time. 

The  Uriae, — The  urine  is  scanty  and  at  times  suppressed. 
It  is  smoky  in  appearance,  r)f  high  s[jecitic  gravity,  and  con- 
tains a  large  amount  of  albumin,  free  blood,  hyaline,  blood, 
and  epithelial  casts,  and  epithelial  cells.  Granular  casts 
may  also  be  found.     The  daily  secretion  of  urea  is  decreased, 

Diagfnosis, — As  the  genera!  symptoms  are  often  slight, 
the  diagnosis  must  rest  on  the  examination  of  the  urine. 
The  history  and  the  absence  in  the  urine  of  wide,  highly 
fatty  casts  will  serve  to  distinguish  iiatU  mphitis  from  an 
acttte  exaecrhation  of  chronic  parcnckyniatous  ncpJiritts. 

Prognosis. — Guardedly  favorable.  It  may  kill  by  ex- 
haustion, uremia,  or  edema  of  the  kings.  It  may  become 
chronic.     The  average  duration  is  from  two  to  six  weeks. 

Treatment.— Absolute  rest  in  bed  for  from  four  to  six 
weeks  is  imperative.  Milk  largely  diluted  with  carbonated 
water,  Vichy,  or  lime-water  is  the  best  food.  Beef-tea  and 
broths  should  be  interdicted. 

In  the  absence  of  any  direct  remedies  the  indications  are 
to  divert  the  blood  from  the  inflamed  kidneys,  to  lessen 
their  work  as  much  as  possible  by  increasing  the  action  of 
the  bowels  and  skin,  and  to  meet  the  symptoms  as  they 
arise. 

At  the  onset,  if  there  be  pain  or  suppression  of  urine, 
dry  cupping,  or,  in  severe  cases,  wet  cupping  over  the 
region  of  the  kidneys   is  of  value.     Following  the  cupping 
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warm  poultices  may  be  applied  to  the  loins  with  advantage. 
Cantharides,  turpentine,  or  similar  drugs  are  not  to  be  used. 

The  bowels  should  be  kept  freely  opened  by  means  of 
daily  purges,  the  best  being  salines  in  concentrated  solu- 
tion and  compound  jalap  powder  (20  to  30  irrains). 

Free  svvealin^j  is  very  useful  in  promtiliii^^  eliminatinn  by 
the  skm.  It  may  be  effected  by  means  ttf  hot-water  baths, 
hot  packs,  vapor-baths,  hot-air  baths,  or  the  subcutaneous 
administration  of  pilocarpin  {^-^^  to  \  grain). 

Unirritating  diuretics,  like  digitalis  and  potassium  citrate 
or  acetate,  are  useful.  These  drugs  maybe  combined,  as  in 
the  following  formula : 


ft.    Polasiii  acetaiis ^ij 

Infusr  digiialis      

SlG. — A  tablc<iiiuunlult  well  diluted,  thrice  dai 


.  f|nj.-M. 

laily. 


Excessive  dropsy  may  demand  puncture  of  the  swollen 
parts,  a  free  incision  at  the  outer  side  of  each  ankle,  or 
the  .insertion,  beneath  the  skin,  of  delicate  silver  cannulae 
(Southey's  lubes).  Uremia  will  call  for  its  appropriate  treat- 
ment (see  p.  113).  After  the  acute  symptoms  have  sub- 
stded^  iron  may  be  employed  in  the  form  of  Basham's 
mixture  (2  to  4  fluidrams)  to  combat  anemia. 


CniRONIC  PARENCHYMATOUS  NEPHRITIS, 
(Chronic  Oatarrhal  Nephhtia;  Large  White  Kidney.  1 

BHology. — It  may  follow  acute  nephritis  or  it  may  be 
chronic  from  the  beginning.  Habitual  exposure,  abuse  of 
alcohol,  chronic  infections  (tuberculosis,  malaria),  and  pas- 
sive congestion  arc  predisposing  factors.  It  occurs  most 
often  between  the  ages  of  twenty  and  forty. 

Pathology. — In  the  early  stages  the  kidney  is  enlarged 
and  of  a  yellowish  color.  The  capsule  strips  easily  {large 
white  kniney).  Microscopically,  the  epithelium  of  the 
tubules  and  Malpighian  bodies  shows  advanced  fatty  dcgen* 
cration.  The  connective  tissue  is  somewhat  proliferated. 
Hemorrhagic  extravasations  are  frequently  seen.  In  the 
.second  stage  {/fifty  contractwg  kidniy)  the  organ  is  small 
and  pale ;  its  surface  is  uneven,  and  its  capsule  is  somewhat 
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adherent  The  reduced  size  depends  on  destruction  of  the 
renal  epithelium  and  the  contraction  of  the  overgrown  con- 
nective tissue. 

Sytnptoms. — The  symptoms  usually  develop  insidiously 
and  consist  in  progressive  weakness,  marked  anemia,  dropsy 
(often  first  noted  in  the  f^ice  on  rising  in  the  morning),  diges- 
tive disturbances,  and  sooner  or  later  a  moderate  degree  of 
cardiac  hypertropliy  with  high  arterial  tension  and  accentua- 
tion of  the  second  aortic  sound.  Uremic  symptoms  may 
develop  at  anv  time. 

The  Urine. — The  urine  is  usually  diminished  in  quantity, 
is  often  turbid,  is  of  rather  low  specific  gravity,  is  highly 
albuminous,  and  contains  wide  dark  granular  casts,  fatty 
casts»  waxy  casts,  and  fatty  epithelial  cells. 

Complications. — These  are  numerous  and  often  suggest 
the  diagnosis.  The  most  common  are  uremia,  extensive 
serous  effusion  into  the  tissues  or  serous  cavities,  latent 
inflammation  of  the  serous  membranes,  pneumonia,  valvular 
heart  disease,  albuminuric  retinitis,  apoplexy,  and  acute  ex- 
acerbations. 

Prognosis. — Unfavorable.  The  duration  is  from  a  few 
months  to  several  years. 

Treatment. — The  treatment  is  largely  dietetic  and 
hygienic.  Residence  in  a  dry,  warm,  and  equable  climate 
serves  to  prolong  life.  Rest  is  an  essential  element  in  the 
treatment.  The  underclothing  should  be  woollen  or  silk. 
The  diet  should  be  non-nitrogenous,  and  in  severe  cases  an 
absolute  milk  diet  may  be  of  extreme  value.  Warm  baths 
with  friction  are  useful  in  promoting  free  action  of  the  skin, 
but  great  care  must  be  exercised  after  their  use  to  avoid 
chilling.  The  bowels  should  be  kept  active  by  natural 
mineral  waters  or  saline  laxatives.  When  the  urine  is 
scant)',  digitalis,  cafTcin,  potassium  citrate,  or  theobromin 
may  prove  efficacious.  The  following  combination  some- 
times acts  happily : 

R.     Sj\irtcinfc  .siilphatis      .    .        gr.  v] 

CalTdnaf  cilralse  gr.  %xx 

Lithit  lrt?n/.oatis  ,  ^j- — M. 

Fiaiit  chartiiK-c  No.  %\y 

StG.— Une  (Mjwiler  four  times  a  day. 
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Basham*s  mixture  is  often  useful  as  a  hematinic,  but  only 
small  doses  should  be  used.  Strychnin  and  the  simple 
bitters  are  valuable  adjuvants  to  iron  in  many  cases.  Ex- 
cessive dropsy  will  call  for  hydray^ogue  cathartics  (Epsom 
salts,  compound  jalap  powder,  or  claterium).  for  diaphoretics 
(hot-air  baths  and  pilucarpin),  and  jjerhaps  for  uperative 
measures  (puncture  of  the  Icj^s  and  scrotum,  insertion  of 
Southey's  tubes,  incisions  near  the  ankles,  aspiration  of 
serous  sacs).  Uremia  will  demand  special  treatment  (see 
p.  113);  acute  exacerbations  should  be  treated  as  primary 
attacks  of  acute  nephritis. 

CHRONIC  INTERSTITIAL  NEPHRITIS. 
(Eed  Granular  Kidney;  Contracted  Kidney;  Qonty  Kidney.) 

DeEnition. — A  chronic  inflammatory  disease  of  the 
kidney  characterized  by  a  marked  overgrowth  of  its  con- 
nective-tissue elements,  and  almost  invariably  associated 
with    '^'cneral  arteriosclerosis  and  hypertrophy  of  the  heart. 

£tiology. — It  is  much  more  common  in  males  than  m 
females,  and  is  most  frequently  encountered  between  the 
ages  of  forty  and  sixty.  (1)  It  is  frequently  a  sequel  of  gout, 
chronic  rheumatism,  alcoholism,  chronic  plunibism.  or  syph- 
ilis ;  (2)  it  is  a  common  accompaniment  of  arteriosclerosis  ; 
(3)  it  may  follow  passive  congestion,  as  from  chronic  heart 
disease. 

Pathology* — The  kidney  is  small  and  red  in  color.  The 
surface  is  granular  and  the  capsule  adherent.  The  organ  is 
firm,  cuts  with  difficulty,  and  on  section  often  reveals  small 
C)'sLs  or  calcareous  deposits.  The  cortical  substance  is 
greatly  reduced  in  thickness.  Microscopic  examination 
shows  an  overgrowth  of  connective  tissue,  which  in  con- 
tracting' has  partially  destroyed  the  t^lomeruli  and  narrowed 
the  lumen  of  the  tubules.  The  epithelium  also  is  more  or 
less  atrophied  and  degenerated.  The  arteries  throughout 
the  body  are  the  seat  of  sclerotic  changes,  in  consequence  of 
which  hypertrophy  of  the  heart,  especially  of  the  left  ventri- 
cle, has  resulted. 

Symptoms. — The  symptoms  develop  most  insidiously. 
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There  is  slow  loss  of  strength,  with  increasing  anemia. 
Gastric  disturbances  are  common.  Vascular  symptoms  are 
prominent,  and  include  thickentng  of  the  vessels,  high 
arterial  tension,  accentuation  r*f  the  second  aortic  sound,  and 
hypertrophy  uf  the  heart.  DvNpnea  is  present  in  the  late 
stages^  and  may  result  from  cardiac  weakness,  edema  of  the 
lungs,  or  uremia.  Headache,  vertigo,  and  insomnia  often 
result  from  the  disturbed  circulation  or  from  uremia.  Dim- 
ness of  vision  from  albyminuric  retinitis  is  a  serious  symj> 
tom.  Dropsy  is  often  absent,  or  is  slight  and  late  in 
appearing.     Uremia  is  of  ver\'  frequent  occurrence. 

The  Urine. — The  urine  is  very  copious  {80  to  150  ounces), 
pale  in  color,  of  low  specific  gravity; — 1005  to  1012. — and 
contains  but  a  trace  of  albumin  and  few  narrow  hyaline  or 
pale  granular  casts. 

Complications.^ — Albuminuric  retinitis,  valvular  heart 
disease,  apoplexy  resulting  from  the  weakened  arteries  and 
large  heart,  uremia,  latent  inflammation  of  serous  mem- 
branes, pneumonia,  and   bronchitis, 

Diagrnosis* — Chronic  parenchymatous  nephritis  usually 
occurs  in  younger  subjects  and  runs  a  shorter  course. 
There  is  decided  edema,  and  the  urine  is  decreased  in  quan- 
tity and  contains  much  albumin  and  wide  fatty  casts, 

ProgllOSis. — The  disease  is  incurable,  but  may  last  many 
years.  The  possibility  of  uremia  occurring  suddenly  must 
be  borne  in  mind. 

Treatment. — The  dietetic  and  hygienic  treatment  is  that 
of  chronic  parenchymatous  nephritis.  Frequent  tepid  baths 
with  friction  of  the  skin  are  advantageous.  The  bowels 
should  be  kept  regular  with  mild  saline  cathartics  or  alka- 
line mineral  waters.  Nitroglycerin  (yj-^  to  ^  grain)  is  often 
useful  when  arterial  tension  becomes  excessive  and  causes 
headache,  vertigo,  palpitation,  and  dyspnea.  Basham's  mix- 
ture in  small  doses  (1  fluidram)  is  sometimes  of  service  when 
there  is  pronounced  anemia.  When  there  is  severe  insom- 
nia, bromids,  chloral,  paraldt^hyd,  and  trional  may  be  tried 
in  the  order  named.  Opium  should  be  avoided*  Heart- 
failure  with  low  arterial  tension  will  require  the  use  of  such 
stimulants  as  digitahs,  strychnin,  cafTein,  and  alcohol. 
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AMYLOID  DEGENERATION  OF  THE  KIDNEY. 
(Waxy  Kidney ;  Lardaceous  Kidney,) 

Etiology. '-It  occurs  in  prolonged  .suppurative  diseases, 
especially  of  bones,  in  tuberculosis^  syphilis,  and  cachectic 
states, 

Pathology. — The  kidney  is  enlarged,  firm,  and  pale,  and 
on  section  may  present  a  waxy,  translucent  appearance. 
The  amyloid  areas  are  colored  mahogany-brown  by  the 
application  of  Lugol's  solution  to  the  cut  surface.  Other 
organs,  especially  the  liver  and  spleen,  usually  share  in  the 
degenerative  process. 

On  microscopic  examination  the  walls  of  the  blood-ves- 
sels, especially  of  those  of  the  Malpitjhian  bodies,  arc  found 
thickened  and  infiltrated  with  a  homogeneous  wax-like 
material  that  turns  pink  when  treated  with  gentian-violet. 
The  epithelium  is  often  fatty. 

Symptoms. — Most  patients  appear  badly  nourished  and 
anemic.  Drops}-  is  present  in  many  cases.  The  liver  and 
spleen  are  usualty  enlarged  from  the  same  cause.  Uremia 
is  very  rare. 

The  tTrine. — The  urine  is  increasid  in  quantity,  is  rich  in 
albun>in,  and  is  of  low  specific  gravity.  Microscopically;  it 
contains  hyaline  and  waxy  tube-casts  and  degenerated 
epithelium. 

Diagnosis. — ^This  is  based  upon  the  history,  the  en- 
largement of  the  liver  and  spleen,  and  the  polyuria  with 
marked  albuminuria. 

Prognosis. — In  the  majority  of  cases  the  prognosis  is 
very  grave.  In  the  early  stages  an  arrest  of  the  process  is 
not  impossible  if  the  original  disease  can  be  cured. 

Treatment.— The  treatment  is  chiefly  that  of  the  pri- 
mary disease.  In  other  respects  it  must  be  purely  hygienic, 
dietetic,  and  symptomatic. 


PYELITIS- 

Befinition. — ^Inflammation  of  the  pelvis  of  the  kidney. 
Etiology.— f  I )  It  nmy  result  from  a  stone  in  the  pelvis 
of  the  kidney  (calculous  pyelitis).     (2}  It  may  be  secondary 
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to  urethritis  and  cystitis.  (3)  It  may  be  tuberculous  or 
cancercjus.  (4)  It  may  be  excited  by  irritant  diuretics — 
cantharidcs,  turpentine,  etc.  (5)  It  may  occur  in  the  course 
of  specific  fevers.  (6)  It  is  rarely  the  result  of  exposure  to 
cold  and  wet. 

Pathology* — ^The  mucous  membrane  is  swollen,  in- 
jected, and  covered  with  desquamated  cpitheh'um  and 
mucus  or  mucopus.  In  severe  cases  the  suppurative  in- 
flammation may  extend  to  the  substiuice  of  the  kidney 
(^pyelonephritis).  In  calculous  and  tuberculous  pyelitis, 
especially  when  the  ureter  is  obstructed,  the  pelvis  of  the 
kidney  may  become  greatly  distended  from  the  accumula- 
tion of  pus  {fyyoncphrosis).  In  such  cases  the  pus  is  occa- 
sionally dischar<^ed  »ntn  the  perinephric  tissues,  and  ulti- 
mately even  into  the  colon  or  other  neighboring  or^'ans. 

Symptoms. — In  simple  caiarrltal pyelitis  the  chief  symp- 
toms are  dull  pain  over  the  kidney  and  the  passage  of 
turbid,  acid  urine,  containing  mucus,  epithelial  cells,  and 
pus-corpuscles.  In  sa'ere  suppurative  cases  the  kidney 
region  is  often  distinctly  painful  and  tender.  A  tumor  or 
swelling  can  sometimes  be  detected.  Symptoms  of  sepsis — 
irregular  fever,  profuse  sweats,  chills,  leukocytosis^  and 
pallor — are  frequently  present.  The  urine  is  usually  acid 
in  reaction  and  contains  more  or  less  pus,  mucus,  blood, 
albumin,  and  desquamated  pelvic  epithelium. 

Diagnosis.— In  cystitis  pain  is  referred  to  the  hypogas- 
tric region,  there  is  frequent  micturition  with  dysuria,  and 
the  \xm\Q.  is  more  likely  to  be  alkaline  in  reaction  than  acid. 

In  perinephritic  abscess  the  lumbar  swelling  is  usually 
more  circumscribed ;  the  superficial  tissues  are  often  edema- 
tous;  and  the  urine  is  free  from  pus. 

Calculous  Pyelitis. — Sharp  pain,  increased  ]>y  jarring  move- 
ments, and  reflected  down  the  ureters,  and  the  presence  of 
much  blood  in  the  urine  point  to  calculous  pyelitis. 

Ttibercnlous  pyelitis  may  be  recognized  by  the  history,  the 
presence  of  tuberculous  foci  in  other  organs,  and  the  dis- 
covery of  tubercle  bacilli  in  the  urine.  The  tuberculin  test 
may  also  aid  in  the  diagnosis. 

Prognosis. — Mild  forms  resulting  from  exposure  or  the 
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specific  fevers  usually  recover  in  a  few  weeks.  In  suppura- 
tive pyelitis  the  prognosis  is  grave,  although  recovery  may 
occur  under  operative  treatment 

Treatment,— The  patient  should  be  kept  in  bed  and 
placed  upon  a  milk  diet.  In  acute  cases  warm  applications 
arc  useful.  Alkalis  and  alkaline  mineral  waters  are  of 
service.  Such  a  combination  as  the  following  may  be  pre- 
scribed : 

B<     Sodii  bromidi 

Suda  bicnrlH>rtati5  ^  gr.  clx 

Exlracti  iMrliadonn^v gr.  iv 

Extractl  buchu     .,,,.,,.    zj 
Synipi  san>ajiari!lx*  composiU  .    q.  s.  ad  (^iv. — M. 

SlG. — A  leasjwonful  in  water  ihrec  or  four  limcs  a  day. 

Urotropin  (5  grains)  or  salol  (3  to  5  grains)  may  be  given 
for  its  antiseptic  eflfect  Calculous  pyelitis  will  require  the 
treatment  indicated  for  renal  calculus.  In  suppurativa  cases 
operative  interference  offers  the  only  hope  of  saving  life. 


NEPHROUTHIASIS. 

iKen&l  Calculus;  GraveL) 

Definition. — Rcjial  Crdculi  are  concretions  formed  in  the 
kidney  by  the  precipitation  of  various  solid  constituents  of 
the  urine. 

Etiology. — The  disease  is  more  common  in  males  than 
in  females.  Heredity  and  sedentary  habits  are  given  as 
predisposing  causes.  The  formation  of  stones  is  favOred  by 
the  presence  in  the  urine  of  any  sparingly  soluble  substance 
in  excess.  Mucus,  blood,  pus,  or  epithelium  may  furnish 
the  nucleus. 

Pathology. — The  size  of  renal  concretions  varies  from 
that  nf  coarse  sand  ("  gravel  '*)  to  that  of  a  large  bean.  The 
most  common  forms  are  those  composed  of — (i)  Uric  acid 
and  its  compounds ;  (2)  oxalate  of  lime ;  (3)  phosphate  of 
calcium  and  of  ammoniomagnesium  phosphate.  Stones 
composed  of  xanthin  and  cystin  are  rare. 

Uric  acid  arc  the  most  common  calculi.  They  are  usually 
smooth,  of  a  reddish-brown  color,  and  comparatively  hard. 
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Oxalate-oMime  calculi  are  very  hard,  of  a  dark-brown  color, 
and  uneven  (mulberry  calculi).  Phosphatic  calculi  are  gray^ 
ish-uhkc  in  color,  soft,  and  niortar-like. 

Events. — ^(i)  Small  particles  are  frequently  passed  with- 
out serious  disturbance.  (2)  Larger  concretions  may  be 
extruded  with  intense  pain  {trftal  coik).  (3)  Calculi  may 
remain  in  the  pelvis  and  excite  pyelitis  or  pyelonephritis. 
(4)  They  may  obstruct  the  ureter  and  cause  hydronephrosis 
or  pyonephrosis. 

Symptoms.— /I////  and  tenderness  in  the  kidney  region 
are  common  sym])tt>ms.  The  pain  is  aggravated  by  rough 
motion,  and  tends  to  radiate  along  the  ureter.  The  unne 
frequently  contains  bioiui,  pas,  epithiiium^  and  crystals  indi- 
cating the  nature  of  the  stone. 

Symptoms  of  Sepsis, — Irregular  fever,  chills,  sweats,  leu- 
kocytosis, and  pallor  mark  the  occurrence  of  suppurative 
pyelitis.  Colic  is  excited  by  the  entrance  of  the  stone  into 
the  ureter. 

Renal  colic  is  characterized  by  intense  pain  radiating  from 
the  kidney  downward  into  the  groin,  thigh,  and  testicle. 
The  testicle  is  often  retracted.  There  are  often  nausea, 
vomiting,  and  cc»l lapse.  After  such  an  attack  the  urine 
may  contain  blood  or  particles  of  stone. 

Dia^^OSlS. — In  biliary  colic  the  pain  radiates  to  the 
shoulder;  there  is  often  jaundice;  the  gall-bladder  is 
usually  tender  and  enlarged  ;  the  urine  is  negative;  a  stone 
may  be  found  in  the  stools. 

Prognosis. ^ — ^In  uncomplicated  cases  the  prognosis 
should  be  guardedly  favorable. 

Treatment. — This  should  be  directed  to  the  underlying 
diathesis.  In  cases  of  uric-acid  calculi  alkalis  and  alkaline 
mineral  waters  are  useful.  A  quart  of  water  containing  40 
grains  of  potassium  bicarbonate  and  20  grains  of  lithium 
citrate  maybe  taken  daily.  Special  remedies,  like  piperazin, 
lycetol.  and  urosin,  have  been  recommended  as  solvents, 
but  they  are  of  doubtful  value.  When  phosphatic  calculi 
are  present,  benzoic  or  boric  acid  (5  to  15  grains  thrice 
daily)  may  be  employed  in  a  similar  manner. 

Operation  (nephrolithotomy,  nephrotomy ,  or  nephrectomy) 
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urgently  demanded  when  the  attacks  of  renal  colic  occur 
with  stich  frequency  as  to  prove  disabling,  when  there  are 
evidences  of  severe  pyelitis^  or  when  there  is  reason  to 
believe  that  the  calculus  has  become  permanently  ini{jacted 
in  the  ureter. 

Benal  Colic. — The  indications  arc  to  relieve  the  pain  and 
to  relax  the  spasm.  This  is  best  accomplished  by  hypo- 
dermic  injections  of  morpliin  and  atropin,  coupled  with  hot 
baths  or  local  applications — hot  pimltices  or  fitmentattuns. 
If  the  pain  is  extreme,  it  may  be  desirable  to  administer 
chloroform.  Simple  diluents  should  be  given  freely.  In 
mild  attacks  full  doses  of  phenacetin  or  antipyriu.  with  an 
abundant  supply  of  hot  drinks,  may  suffice. 

HYDRONEPHROSIS. 

Definition.^Dilatation  of  the  pelvis  of  the  kidney  by 
retained  secretion. 

Etiology.— The  chief  causes  are:  (i)  Congenital  stric- 
ture of  the  ureter,  \2)  Impaction  of  a  calculus  in  the  ureter. 
(3)  Abdominal  tumors  compressing  the  ureter.  (4)  Tu- 
mors growing  within  the  urinary  passages.  (5)  An  inflam- 
matory stricture  o(  the  ureter  or  urethra. 

Patliolog^r. — I'he  pelvis  reveals  all  grades  of  distention. 
In  extreme  cases  it  may  contain  several  quarts  of  fluid, 
which  is  at  first  urinous,  but  later  thin  and  watery.  There 
is  more  or  less  atrophy  of  the  renal  tissue. 

Sjrmptoms. — Slight  distention  yields  no  symptoms.  In 
other  cases  a  tumor  slowly^  develops  in  the  region  of  the 
aflecled  kidney.  On  palpation  it  is  clastic,  and  perhaps 
fluctuating;  on  percussion,  dull ;  and  on  aspiration  rt  yields 
a  clear  fluid,  which  usually  contains  urea  and  uric  acid. 

Diagnosis. — This  should  be  based  on  the  history,  the 
exclusion  of  other  abdominal  enlargements,  and  the  chemical 
analysis  of  the  fluid  obtained  by  aspiration. 

Prognosis.^ — When  the  disease  is  unilateral  and  the 
other  kidney  secretes  a  normal  amount  of  urine  containing 
a  normal  amount  of  urea,  the  prognosis  is  guardedly  favor- 
able. The  disease  may  end  fatally  in  consequence  of  rup- 
ture into  the  peritoneum  or  of  secondary  pyonephrosis. 
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Treattnent. — Large  accumulations  will  demand  surgi- 
cal treatment ;    small  ones  should  not  be  disturbed. 


TUBERCULOSIS  OF  TIffi  KIDNEY. 

Etiology.— The  etiology  of  renal  tuberciilosis  is  that  of 
tuberculosis  in  general.  Males  are  more  frequently  attacked 
than  females.  The  majority  of  cases  are  encountered  be'- 
tween  the  ages  of  twenty  and  forty  years, 

Patliology. — Two  forms  of  renal  tuberculosis  have 
been  rcco^j^nized — the  miliary  and  the  caseous.  The  former 
is  nearly  always  bilateral,  is  an  acute  process,  and  is  gen- 
erally unmistakably  secondary  to  tuberculosis  elsewhere  in 
the  body.  The  caseous  variety  runs  a  chronic  course;  it 
usually  begins  as  a  unilateral  affection,  although  the  other 
organ  is  commonly  ultimately  involved,  and  a  primary' 
focus  may  or  may  not  be  apparent  in  some  other  structure. 

Sytnptoms.^ — The  chief  symptoms  are:  pain  in  the  lum- 
bar region,  usually  dull,  but  sometimes  sharp,  like  that  of 
renal  colic;  tenderness  on  pressure;  slight,  irregular  fever, 
and  more  or  less  cachexia.  The  urine  is  usually  acid  in 
reaction,  and  may  contain  pus,  blood,  albumin,  tubercle 
bacilli,  cheesy  particles,  and  debris.  Tube-casts  are  rarely 
found.  In  many  cases  enlargement  of  the  aflfected  organ 
can  be  detected  by  bimanual  palpation. 

Diagnosis. ^ — Calculous  PyelitiB.^-ln  this  condition  pain 
is  usually  more  severe  and  more  apt  to  be  aiTected  by 
movement.  Hematuria  is  more  profuse,  and  is  often  ex- 
cited by  exertion.  Cachexia  is  not  so  marked,  and  there 
are  no  tubercle  bacilli  in  the  urine.  The  tuberculin-test  and 
the  Rontgen  rays  may  aid  in  the  tliagnosis. 

ProgtlOSiS. — Always  grave.  Without  intervention  the 
duration  is  from  a  few  months  to  three  years. 

Treatment, — When  the  renal  disease  appears  to  be 
primary  and  the  patient's  strength  will  permit,  nephrectomy 
should  be  recommended.  The  mortality  in  operative  cases 
has  been  about  28  per  cent.  In  other  cases  the  treatment 
must  of  necessity'  be  palliative. 
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NORMAL  BLOOD. 

In  health  the  bloud  aniouiits  to  about  onc-thirtecnth 
of  the  body-weight.  Normally  there  are  approximately 
5,000,000  red  blood-corpuscles  in  the  cubic  niillimetcr. 
This  number  is  temporarily  diminished  during  menstrua- 
tion^  gestation,  lactation,  and  fatigue,  and  after  the  ingestion 
of  much  fluid.  Fasting  and  profuse  sweating  increase  the 
number  of  red  cells  by  concentrating  the  blood.  In  the 
first  few  days  of  life  the  number  in  a  cubic  millimeter  may 
be  7,000»000  to  8.000,000.  In  high  altitudes  the  number  is 
also  increased.  There  are  from  5000  to  lO.oco  white  cells 
in  the  cubic  millimeter,  the  ratio  of  white  to  red  cells  being 
about  I  to  500.  The  number  of  blood-plates  is  from 
200.000  to  300,000. 

EXAMINATION  OF  THE  BLOOD. 

A  clinical  study  of  the  blood  has  for  its  object  the  deter- 
mination  of  the   percentage    of    hemoglobin,   the   sj>ecific 
gravity,  the  alkalinity,  the  number,  form,  and  relative  pro- 
portion of  the  various  corpuscles,  and  the  detection  of  free 
igmcnt,  bacteria,  and  animal  parasites. 
Bstimatioii    of   Hemoglobin. — The    percentage    of 
hemoglobin    may    be    determined    by   cither    FleischTs   or 
Gowers*  apparatus,  although  the  former  is  preferable. 
Gmvcrs  henwi^iobi ffomctcr  con^hts^  of — (1)  A  small  sealed 
be   containing   colorlng*matter   representing  the  color  of 
ormal  blood  diluted  with  100  parts  of  water ;  (2)  an  empty 
10  HA 
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tube  of  the  .same  size,  graduated  up  to  1 20  per  cent. ;  (3)  a 
small  bottle  with  a  pipet  stopper,  for  distilled  water;  (4)3 
capillary  pipet  for  measuring  20  cm.  of  blood ;  and  (3)  a 
small  lancet.  To  obtain  a  specimen  of  blood  the  tip  uf  the 
finger  or  the  lobe  of  the  ear,  after  being  thoroughly  cleansed, 
is  deeply  pricked  with  the  lancet,  so  that  the  blood  flows 
freely  without  squeezing  ;  20  cm.  of  blood  are  then  drawn 
into  the  capillarj'^  pipet,  and  are  immediately  blown  into  the 
g^raduatcd  tube,  in  which  have  been  previously  placed  a  few 
drops  of  distilled  water  to  prevent  coagulation.  After 
shaking  the  mixture  to  secure  diffusion  of  the  bloody  more 
distilled  water  is  cautiously  added,  with  occasional  shaking, 
until  the  tint  in  the  sealed  tube  is  reached.  The  height  of 
the  column  of  the  fluid  in  the  graduated  tube  will  indicate 
the  percentage  of  hemoglobin. 

F/n'sch/'s  instntmait  consists  of  a  metal  stand  with  a  cir- 
cular aperture  in  the  center;  under  which  is  placed  a  re- 
flector made  of  plaster-of- Paris.  The  aperture  is  fitted  with 
a  small  cell  having  a  glass  bottom,  and  divided  into  two 
equal  compartments.  A  graduated  wedge  of  colored  glass 
is  employed  as  a  standard,  the  lOO  on  the  scale  being  in- 
tended to  represent  the  percentage  of  hemoglobin  in  normal 
blood.  This  wedge  of  glass  is  so  arranged  that  when 
moved  under  the  stand,  one  compartment  of  the  cell  will 
receive  white  light  from  the  reflector,  and  the  other,  red 
light  from  the  tinted  glass,  A  small  capillary  tube  is  held 
over  a  drop  of  blood  until  filled,  and  is  then  washed  in  one 
of  the  compartments  of  the  cell,  in  which  has  been  pre- 
viously placed  some  distilled  water.  Both  compartments 
are  then  equally  filled  with  water,  and  the  wedge  of  glass  is 
moved  by  means  of  a  thumb-screw  until  the  tints  in  the  two 
chambers  are  exactly  the  same,  when  the  percentage  of 
hemoglobin  may  be  read  ofiT. 

In  the  examination  it  is  necessary  to  use  artificial  light 
The  100  mark  on  the  scale,  which  is  intended  to  represent 
the  percentage  of  hemoglobin  in  normal  blood,  is  too  high 
for  the  average  person,  85  or  90  per  cent  rarely  being  ex- 
ceeded. 

Tlie  Specific  Gravity  of  the  Blood.— The  specific 
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gravity  of  the  blood  in  health  varies  from  1050  to  1070.  In 
grave  anemia  it  tij  often  considerably  dimini-s!ied.  Hain- 
merschlag's  method  consists  in  expelling;  a  drop  of  blood 
into  a  mixture  of  chloroform  and  benzol,  one  or  the  other 
of  these  substances  being  subsequently  added  until  the  drop 
neither  rises  nor  falls.  The  specific  gravity  of  the  mixture 
may  then  be  ascertiiincd  in  the  usual  way.  Lloyd  Jones 
employs  mixtures  of  glycerin  and  water  of  different  densi^ 
ties,  and  notes  tlie  specific  gravity  of  the  mixture  in  which 

»tlie  blood-drop  remains  stationary. 
Alkalinity  of  the  Blood.— The  alkalinity  of  the  blood 
may  be  determined  by  titrating  with  a  standard  solution  of 
acetic  acid  until  a  change  of  color  is  produced  when  a  drop 
is  placed  on  a  plaster-of- Paris  plate  impregnated  with  neutral 
litmus. 

Entuneration  of  Red  Blood-corpuscles.— The  best 
instrument  for  bloud  counting  is  the  hemocytometer  of 
Thoma-Zeiss.  This  consists  of  a  glass  slide  in  the  center 
of  which  is  a  cell  -^  mm.  in  depth.  The  floor  of  the  cell  is 
divided  into  400  small  squares,  each  oi  which  has  an  area 

iof  ^^  square  millimeter.  These  small  squares  are  grouped 
into  sets  of  16  by  a  series  of  additional  vertical  and  hori- 
zontal lines  bisecting  each  fifth  column  of  squares.  As  the 
depth  of  the  cell  from  the  cover-glass  is  ^^  mm.,  the  cubic 
contents  of  each  small  square  is  ^  J^  q  cm. 

The  blood  is  mixed  in  a  mclangeur — that  is,  a  capillar^" 

tube  one  extremity  of  which  >s  blown  into  a  bulb  having  a 

^kcapacity  of  100  cm.     The  melangeur  is  marked  at  0.5,  1, 

^Bnd    101,     A   drop  of  blood  issuing  from  a  prick  of  the 

Hfingcr  is  sucked  cautiously  into  the   tube  exactly  to  the 

mark  0.5.     The  point  of  the  tube  is  quickly  wiped  dry  and 

immersed   in  the   diluting   fluid  (2.5   per  cent,  solution  of 

Kotassium   bichromate  or  Toison*s  fluid  *),  which  is  drawn 
p  to  the    10 1    mark.     The  instrument  is  now  shaken  to 
jcure  diffusion  of  the  blood.     The  diluting  fluid  remaining 
in  the  stem  of  the  melangeur  is  now  blown  out,  and  a  drop 
of  the  mixture  placed  upon  the  middle  of  the  bottom  of  the 


'  Methyl-violet.  5   R,  0.035  2"'- *•  sodium  chloricl. 

\A\t,  S  gm. ;  ntuiral  glycerin,  30  c.c, ;  distilled  water,  lOo  c,c. 


gm. ;   pUTV 


sodi 


stil- 
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divided  cell  The  drop  in  the  cell  should  be  free  from  bub- 
bles, and  the  cover-glass  so  adjusted  that  concentric  rings 
of  color  appear  at  the  points  of  contact  between  tlie  cover- 
glass  and  the  glass  plate.  Before  counting,  a  few  minutes 
should  be  allowed  for  the  corpuscles  to  settle  to  the  bottom 
of  the  cell.  The  number  of  corpuscles  is  then  counted  in 
400  small  squares.  To  avoid  repetition  in  counting,  cor- 
puscles on  the  upper  and  left  bounddry-lincs  should  be 
counted,  but  those  on  the  lower  and  right  boundary-lines 
should  be  disregarded.  The  number  of  corpuscles  in  each 
cubic  milhmeter  of  blood  is  determined  by  multiplying  the 
number  of  corpuscles  counted  by  the  degree  of  dilution 
(200)  and  again  by  the  cubic  contents  of  each  square  (4000), 
and  then  dividing  the  product  by  the  number  of  squares 
counted  (400).  Thus,  if  2000  corpuscles  were  counted  in 
400  squares,  the  number  of  corpuscles  in  each  cubic  miili- 
meter  would  be  4,000,000  — 

2000  X  200  X  4000 

=  4,000,000. 


400 

After  using,  the  m^langeur  should  be  carefully  washed  in 
water,  alcohol,  and  ether. 

Entimeratioti  of  White  Blood-corpuscles,~For 
counting  tiie  white  bk>ud-ceILs  a  nielangcur  shouhJ  be  used 
which  allows  a  dilution  in  the  proportion  of  1:10  and  an 
aqueous  0.5  |X;r  cent,  solution  of  acetic  acid,  to  which  may 
be  added  a  little  methyl-violet,  should  be  selected  as 
a  diluting  fluid.  The  red  cells  disappear  in  this  solution, 
and  the  white  cells  remain  and  are  readily  counted.  The 
latter  should  be  counted  in  800  small  squares.  The  num- 
ber of  leukocytes  in  each  cubic  millimeter  is  then  determined 
by  multiplying  the  whole  number  counted  by  4000,  and 
again  by  ro,  and  dividing  by  800. 

The  Study  of  the  White  Blood-corpuscles*— In 
normal  blood  the  following  forms  of  leukocytes  may  be 
recognized. 

1.  Small  Lymphocjrtes. — ^These  are  small  cells  about  the 
size  of  the  red  blood-corpuscles.  The  nucleus  is  ver}^  large 
and  spheric,  and  stains  intensely  with  basic  stains  (methylene- 
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blue).  With  Ehrlich's  triacid  mixture  the  nucleus  is  pale. 
The  narrow  rim  of  protoplasm  surrounding  the  nucleus  is 
non-granular  (hyaline).  Small  lymphocytes  constitute  from 
25  to  35  per  cent,  of  all  leukocytes. 

2.  Large  LympliocyteB. — These  cells  resemble  those  just 
lescribed,  but  tliey  arc  considerably  larger.  The  nucleus 
is  relatively  not  so  large,  and  stains  less  deeply.  In  some 
Torm  the  nucleus  is  more  or  less  bent  or  indented  (transi- 
tional leukocytes).  Normally,  large  lymphocytes  make  up 
from  5  to  10  per  cent,  of  the  blood-corpuscles. 

Polymorphonuclear   Neutrophiles. — These   cells  are  some- 
what smaller  than  large  lymphocytes,  and  are  actively  ame- 
boid.    The  nucleus  appears  to  be  divided  into  two  or  more 
^fcsegments  and  stains   deeply.     The  protoplasm   is   studded 
^Vki'itli  fine  granules,  which  do  not  stain  weli  with  either  simple 
^■basic  stains  (mcthylcne-blue)  or  simple  acid  stains  (eosin). 
^■Vl'ith  Ehrlich*s  triacid  mixture    the   granules    are   colored 
l^violet  and  the  protoplasm  pale  pink.     Neutrophiles  make 
up  from  60  to  70  per  cent,  of  the  white  cells  of  normal 
blood, 

Eosinopkiles. — These  resemble  the  polymorphonuclear 
neutrophiles,  but  are  more  irregular  in  outline,  and  the 
granules  are  larger,  more  highly  refractive,  more  loosely 
ittached,  and  have  a  special  affinity  for  acid  stains  (eosin). 
^osinophilcs  make  up  from  i  to  4  per  cent,  of  the  leukocytes. 
Mast-cells    (Basophiles). — These    cells    have   a    lobulated 

■nucleus.  The  protoplasm  is  studded  with  granules  having 
^n  intensely  basic  reaction.  These  granules  remain  un- 
stained with  Ehrlich*s  triacid  mixture,  but  with  methylene- 
blue  they  stain  deep  blue.     Mast-cells  are  only  occa-sionally 

IMicountered  in  normal  blood. 
In  disease,  additional  forms  are  sometimes  found.  Thus 
n  leukemia  large  cells  are  found  which  are  non-ameboid 
md  which  have  a  single  round  or  oval  nucleus  imbedded  in 
irotoplasm  containing  neutrophilic  granules.  These  have 
icen  termed  myelocytes. 
With  the  aid  of  a  one-twelfth  inch  oil-immersion  lens 
argc  and  small  leukocytes  can  readily  be  distinguished  \x\ 
preparations  of  fresh  blood,  but  to  study  satisfactorily  the 


150   DISEASES  OF  BLOOD  AND  DUCTLESS   GLANDS. 

various  forms  it  is  necessary  to  dry  and  then  stain  the  speci- 
men. 

The  Drying  and  Staining  of  Blood. — A  smaJI  drop 
of  blood,  secured  by  pricking  the  finger,  is  spread  into  a 
film  by  being  pressed  between  two  perfect!)'  clean  cover- 
glasses,  which  are  then  drawn  apart  and  exposed  to  the  air 
until  dr\-.  The  cover-giasses  should  be  handled  with  for- 
ceps, since  the  moisture  of  the  fingers  distorts  the  corpuscles. 
The  preparation  is  first  "  fixed  "  by  heating  on  a  copper 
bar  for  from  one-half  to  one  hour  at  a  temperature  of  from 


Fig.  7. — Bloo<l  in  lienoniedullary  leukemia,  showing  several  mononuc 
neulrophilcs  (myelocyics),  unc  polymorphonucfe.Tr  neiitrophilc^  and  an  eosino- 
phtlc ;  a  nucle.itecl  red  corpuscle  and  a  lympliocyte  are  seen  in  Lhe  lower  pari 
of  the  illuslration.  Stained  with  Ehrlich's  triple  mixture  <from  Stengel's  T*j£t' 
Book  of  Pathohgy). 

100°  to  1 10^  C,  or  by  immersing  for  from  five  to  fifteen 
minutes  in  a  mixture  of  equal  parts  of  absolute  alcohol  and 
ether. 

A  convenient  method  of  staining  is  the  one  suggested  by 
Stengel.  The  fixed  preparation  is  immersed  for  a  few 
minutes  in  a  i  per  cent,  solution  of  eosin  in  60  per  cent. 
alcohol,  to  which  has  been  added  an  equal  quantity  of 
water  at  the  time  of  staining-  The  cover-glass  is  then 
washed  in  water  and  counterstained  in  Delafield's  hema- 
toxylin for  a  minute,  and  finally  washed,  dried,  and  mounted. 
The  eosinophile  granules  are  dark  red,  the  red  corpuscles 
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lighter  red,  and  the  nuclei  of  the  leukocytes  almost  black. 
Ehrlrch's  triacid  mixture  (methyl-green,  Orange  G*  and 
acid-fuchsin)  makes  an  excellent  stain*  The  film  should 
be  fixed  by  heat  and  flooded  with  the  stain.  After  the  lapse 
of  from  five  to  ei^ht  minutes  the  stain  should  be  washed  off 
in  running  water  and  the  film  dried  by  gentle  heat  and 
mounted  in  xylol  balsam.  With  this  stain  the  red  cells  are 
tinged  orange,  the  nuclei  of  the  leukocytes  greenish-blue, 
the  neutrophile  granules  violet,  the  eosinophilc  granules  red, 
the  nuclei  of  normoblasts  purple,  and  the  nuclei  of  macro- 
blasts  greenish-blue. 


I  PLETHORA. 

An  increase   in   the  whole   quantity  of  blood.     It  is  very 
doubtful  whether  such  a  condition  can  be  more  than  tran- 
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HYDREIVnA. 

An  excess  of  w^atcr  in  the  blood.  As  a  loss  of  corpuscular 
elements  is  generally  replaced  by  the  addition  of  water 
extracted  from  the  tissues,  most  anemias  are  associated  with 
hydremia.  The  condition  is  more  marked  in  general  dropsy. 
Temporary  hydremia  is  produced  by  the  excessive  ingestion 
of  fluids. 

ANHYDREMIA. 

A  deficiency  of  fluid  in  the  blood.  It  is  observed  in 
starvation,  immediately  after  hemorrhage,  and  after  copious 
discharges,  as  in  cholera. 

MELANEMIA* 

A  condition  in  which  free  pigment  granules  occur  in  the 

blood.     It  is  met  with  in  malaria  and  certain  other  fevers, 

and  occasionally  in  meianosarcoma  and  in  Addison's  dis- 

ase.     The  pigment  may  be  found  in  the  plasma  or  in  the 

leukoc>'tes. 

POLYCYTHEMIA. 

polycythemia,  or  an  increase  in  the  number  of  red  cells, 
is  an  apparent   condition    in    blood  taken    from   cyanosed 
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parts.  It  is  observed  temporarily  in  the  new-born,  in  re- 
covery from  certain  anemias,  after  transfusion  of  blood,  and 
in  blood  concentrated  by  excessive  discharges.  Marked 
polycythemia  is  sometimes  produced  by  residence  in  high 
altitudes  and  by  certain  poisons,  such  as  phosphorus  and 
carbon  monoxid.  It  also  occurs  in  the  condition  known  as 
clironic  splenomegalic  polycythemia. 

MICRCXT/TOSIS  AND  MAQ^OCYTOSIS. 
Microcytosis  and  macrocytosis  are  conditions   in  which 
the  red  cells  are  respectively  diminished  and  increased  in 
ske.     They  may  occur  in  any  form  of  severe  anemia,  but 
they  are  especially  marked  in  pernicious  anemia. 
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POIKILOCYTOSIS. 

Poikilocytosis,  a  condition  in  which  the  red  cells  are 
irregular  in  shape,  is  common  in  grave  anemias,  especially- 
pernicious  anemia, 

NUCLEATED  RED  CELLS. 

Nucleated  red  cells  (erythroblasts)  are  divided  into  three 
forms — normoblasts,  macroblasts,  and  mtcroblasts.  The 
first  resemble  in  size  and  color  a  normal  red  cell,  the  sec- 
ond are  larger,  and  the  third  smaller.  Nucleated  red  cells 
are  not  found  normally  in  the  circulating  blood;  they  are 
present,  however,  in  grave  forms  of  anemia. 


LEUKOCYTOSIS. 

Leukocytosis,  or  hyperleukocytosis,  is  an  increase  in  the 
number  of  white  cells,  especially  of  the  polymorphonuclear 
forms,  in  the  peripheral  blood.  It  occurs  />/iysw/c{!^ic/7//y 
in  the  new-born,  during  digestion,  in  pregnancy,  parturition, 
and  after  heavy  exertion,  cold  bathing,  and  massage. 

Patholi\^ic  lettkocytosis  is  observed  in  the  following  con- 
ditions :  (1)  Inflammation.  There  is  an  absolute  increase  in 
the  polymorphonuclear  neutrophiles.  (2)  Infectious  diseases. 
Most  infections  excite  leukocytosis,  but  the  condition  is 
usually  wanting  in  typhoid  fever,  malaria,  measles,  influenza, 
and  miliar>'  tuberculosis.     In  any  infection  in  which  the  tox- 
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emia  is  intense  or  ihc  resistance  of  the  individual  is  sliglU^ 
leukocytosis  may  be  wanting,'.  (3)  Malignant  disease,  when 
sufficiently  extensive.  (4)  After  hemorrhage.  ($)  After  the 
administration  of  certain  drogs,  such  as  pilocarpin,  anti- 
pyrin,  salicylates,  ergotin,  and  tuberculin.  (6)  In  certain 
autointoxications,  such  as  gout  and  uremia. 

EOSINOPHILIA. 

A  relative  or  absolute  increase  of  the  eosinophilcs  occurs 
in  certain  diseases  caused  by  animal  parasites,  such  as 
trichiniasis,  filariasis,  and  ankylostomiasis ;  in  bronchial 
asthma,  in  osteomalacia,  and  in  certain  skin  diseases,  notably 
in  pemphigus,  eczema,  psoriasis,  and  dermatitis  herpetiformis, 

LEUKOPENIA.  OR  HYPOLEUKOCYTOSIS. 

Leukopenia,  or  hypoleukucytusis,  is  the  name  applied  to 
a  deficiency  in  the  number  of  leukocytes.  It  occurs  in 
certain  infections,  particularly  in  those  that  do  not  produce 
leukocytosis,  such  as  typhoid  fever,  malaria,  and  miliary 
tuberculosis  ;  also  in  pernicious  anemia  and  inanition. 

LIPEMIA- 

Lipemia,  the  presence  in  the  blood  of  minute  fat-globules, 
may  be  noted  in  health.  Abnormal  quantities  of  fat  may 
be  found  in  the  blood  in  diabetes,  chronic  nephritis,  alcohol- 
ism, and  pulmonarv^  tuberculosis. 

PARASITES  IN  THE  BLOOD. 

The  following  parasites  have  been  detected  in  the  blood  : 
Filaria  sanguinis  hominis,  hematozoan  of  malaria,  spirillum 
of  relapsing  fever,  pneumococc  us,  bacillus  of  anthrax,  typhoid 
fever,  tetanus,  tuberculosis,  influenza,  leprosy,  glanders, 
bubonic  plague,  malignant  edema,  and  diphtheria  ;  the  strep- 
tococcus, staphylococcus,  meningococcus,  gonococcus,  try- 
panosoma,  and  colon  bacillus. 

OLIGOCHROMEMIA. 

(lligochromemia,  or  deficiency  of  hemoglobin,  is  usually 
proportionate  to  the  reduction  in  the  number  of  red  cells, 
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but  there  are  two  exceptions,  namely,  in  chlorosis,  in  which 
disease  the  red  cells  may  be  reduced  only  20  or  30  per 
cent.,  while  the  hemoglobin  may  be  reduced  50  or  60  per 
cent.,  and  in  pernicious  anemia,  in  which  disease  the  blood- 
count  is  very  low,  while  the  corpuscles  are  relatively  rich  in 
hemoglobin. 

The  color-indix  represents  the  relation  between  the  num- 
ber of  cells  and  the  quantity  of  hemojj;lobin.  In  a  patient 
having  2,500,000  red  cells  per  cubic  millimeter  {50  per  cent.) 
and  40  per  cent,  of  hemoglobin,  the  color-index  would  be 


40 

so 


=  0.8. 


OUGOCYTHEMIA. 
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Oligocythemia^  a  diminution  iji  the  number  of  red  cells, 
occurs  in  ail  forms  of  anemia^  but  it  is  especially  marked  m 
pernicious  anemia  and  in  advanced  malignant  disease,  where 
the  number  may  fall  below  i,ooo»ooo  in  a  cubic  millimeter. 


ANEMIA. 

Definition. — ^A  deterioration  of  the  blood »  with  altered 
relations  of  the  fluid  and  solid  parts  (Stengel). 

Varieties* — (1)  Secondary  anemia;  (2)  primary  anemia. 

Symptotns.' — Any  forms  of  anemia  may  present  the  fol- 
lowing symptoms:  Pallor  of  the  skin  and  mucous  mem- 
branes, loss  of  strength,  and.  m  severe  cases,  febrile  parox- 
y^sms. 

Circulation, — A  full,  rapid  pulse»  unnatural  pulsation  of 
the  cervical  vessels,  palpitation  of  the  heart,  a  hemic  mur- 
mur, a  hum  over  the  jugular  vein,  and  slight  dropsy,  be- 
ginning in  the  feet  In  severe  forms  there  may  be  ecchy- 
moses  and  bleeding  from  mucous  membranes. 

RespiTation, — H  urried  breathing. 

Digestion. — Dyspepsia. 

NerrouB  System. — Headache,  vertigo,  disturbed  sleep, 
neuralgic  pains,  and  tendency  to  syncope. 


ANEMIA. 
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SECONDARY  AJMEMLA. 

Definition. — A  secondary  anemia  is  one  that  is  symp- 
tomatic of  some  conspicuous  underlying  condition. 

Htiology. — Secondary  anemia  usually  results  from  one 
fof  three  causes:  (l)  Insufficient  nutriment  entering  the 
circulation  (inadequate  food,  chronic  gastritis^  cancer  of 
the  pylorus,  etc.).  (2)  Excessive  demands  upon  the  blood- 
making  organs  (overwork,  hemorrhage,  chronic  diarrhea, 
etc.).  (3)  Action  of  parasites  or  toxic  agents  (malaria,  lead, 
syphilis,  uremia,  etc.). 

The  anemia  produced  by  the  presence  in  the  bowel  of 
the  Ankylostonium  duodcnale  and  Bothriocephalus  latus 
may  be  due  to  poisons  generated  by  these  parasites. 

SymptomS-^In  addition  to  the  «irdinar>'  phenomena  of 
anemia  the  blood-count  reveals  a  decrease  in  the  number 
of  red  cells  and  a  proportionate  deficiency  in  the  percentage 
of  hemoglobin.      The  number  of  polymorphonuclear  leuko- 

Icytcs  is  often  increased.  In  severe  form,  microcytes,  macro- 
cytes,  and  poikilocytcs  are  present,  and  occasionally  nu- 
cleated red  cells. 
Prognosis. — This  depends  on  the  cause. 
Treatment. — This  includes  the  removal  of  the  cause, 
when  possible  ;  the  adoption  of  hygienic  measures;  and  the 
use  of  iron,  arsenic,  and  general  tonics. 
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PRIMARY  ANEMIA. 


Definition. — A  primary  anemia  is  one  that,  in  the  pres- 
ent state  of  our  knowledge^  cannot  be  associated  with  any 
conspicuous  underlying  cause. 

Varieties. — Pernicious  anemia,  chlorosis,  leukemia, 
Hodgkin's  disease,  and  splenic  anemia. 


PERNiaOUS  ANEMIA. 

(Progressive  Pernicious  Anemia,^ 

Definition. — A  grave  form  of  anemia  characterized  by 
extreme  oligocythemia,  marked  changes  in  the  red  blood- 
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corpuscles,  and  a  decrease  in  the  number  of  the  polymor- 
phonuclear nciitrophiles. 

Btiology.^ — In  many  cases  no  adequate  cause  is  appar- 
ent. I  he  disease  usually  appears  about  middle  life,  and  is 
somewhat  more  frequent  in  males  than  in  females.  Forms 
of  anemia  closely  rescnibling  pernicious  anemia  may  result 
from  the  action  of  intestinal  parasites,  especially  the  Both- 
riocephalus  latus  and  the  Ankylostoma  duodenalc.  The 
most  plausible  theory  is  that  the  disease  is  due  to  the 
hemolytic  actttin  of  some  poison  absorbed  from  the  gastro- 
intestinal tract. 

Pathology. — The  skin  has  a  lennm-yellow  hue,  the  sub- 
cutaneous fat  is  often  well  preserved,  and  the  muscles  are 
unusually  red.  The  organs  arc  pigmented  and  fatty.  Iron 
pigment  is  especially  abundant  in  the  outer  zones  of  the 
hepatic  lobules.  Marked  atrophy  of  the  gastric  mucosa  is 
sometimes  observed.  The  bone-marrow  is  dark  red,  soft, 
and  contains  large  numbers  of  nucleated  red  cells,  especially 
macroblasts.  The  hemolymph  glands  are  frequently  en- 
larged, congested,  and  pigmented.  The  spleen  is  some- 
times enlarged.  In  many  cases  there  is  found  advanced 
sclerosis  of  the  posterior  and  lateral  columns  of  the  spinal 
cord. 

Symptoms. — The  general  symptoms  are  intense  anemia, 
with  its  usual  manifestations  ;  a  lemon-yellow  tint  to  the 
skin;  progressive  weakness,  without  marked  emaciation; 
moderate,  irregular  fever ;  severe  gastric  irritability ;  and 
sometimes  dark-colored  urine  from  the  presence  of  urobilin. 

Thi*  Blood. — The  drop  is  pale  and  watery.  Coagulation 
is  slow.  There  is  a  great  reduction  in  the  number  of  red 
cells,  often  to  1,000,000  or  less;  the  hemoglobin  is  also  re- 
duced, but  not  proportionately.  The  red  cells  usually  show 
decided  changes  both  in  size  and  m  shape.  Nucleated  red 
cells  are  more  or  less  abundant.  As  a  rule,  the  large  forms 
(megaloblasts)  pred<iminate.  The  leukocvles  are  usually 
decreased,  though  the  lymphocy^tes  are  relatively  increased. 

Diagnosis. — The  para^sitic  fonn  may  be  recognized  by 
the  occurrence  of  eosinophiha  and  the  discovery  of  the 
parasites  or  their  ova  in  the  stools. 
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Cancer  rarely  produces  such  extreme  oli^oc)'theniia,  the 
color-index  is  not  high,  macrobiasts  are  rarely  present,  and 
there  is  often  leukocytosis. 

Progfnosis* — Pernicious  anemia  usually  ends  fatally 
within  one  ta*  two  years.  It  is  doubtful  whether  recover)^ 
ever  occurs  except  in  the  parasitic  forms.  Periods  of 
marked  improvement  are  not  uncommon. 

Treatment, — Fresh  air,  rest,  and  a  diet  as  liberal  as  the 

(digestive  power  of  the  patient  will  permit  are  requisite, 
WlVarm  salt  baths  and  massage  are  valuable  adjuvants  to 
Internal  treatment.  The  teeth  should  receive  careful  atten- 
tion. If  there  be  gingivitis  or  pyorrhoea  alveolaris,  antiseptic 
bioutli-washe^  should  be  used  at  frequent  intervals. 
Arsenic  is  tlie  most  valuable  drug.  It  may  be  given  in 
the  forni  of  Fowler's  solution,  the  dose  being  gradually 
increased  from  2  or  3  to  15  or  20  minims  three  times 
a  day.  Iron  is  rarely  of  service.  Bonc*marrow  is  some- 
times efficacious.  Inhalations  of  oxygen  have  been  recom- 
mended (Shattuck).  Appropriate  anthelmintic  remedies 
should  be  given,  of  course,  in  the  cases  in  which  intestinal 
parasites  are  present.  Digestive  disturbances  are  often 
benefited  by  the  administration  of  diluted  hydrochloric  acid 
and  a  bitter. 

CHLOROSIS. 
'BP  (Ghreen  Sickness ;  Primary  Anemia.  1 

Definition. — A  form  of  anemia  occurnnLT  exclusively  in 
youn}4  Women  ami  characterized  by  marked  oligochromemia. 

Etiology.^ — The  disease  usually  occurs  between  the 
fifteenth  and  twent)'-fifth  years.  Heredity,  bad  hygienic 
surroundings,  and  overw^ork  are  predisposing  factors.     The 

teal  cause  of  the  disease  has  not  been  determined. 
Pathology. — In  some  fatal  cases  imperfect  development 
if  the  vascular  and  generative  systems  has  been  observed. 
Symptoms. — In   addition  to  the  general  symptoms  of 
neniLi  the  conspicuous  features  are  a  greenish  hue  of  the 
kin  ;  pallor  and  w^cakness  without  marked  loss  of  flesh  ;  per- 
ersions  of  appetite  (pica):  menstrual  disorders ;  and  a  ten- 
dency to  hysteric  outbreaks.     The  blood  changes  are  char- 
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acteristic.  The  number  of  red  cells  is  moderately  reduced 
(not  often  below  3,500,000);  the  hemoglobin,  on  the  other 
hand,  is  greatly  reduced — usually  to  below  50  per  cent. 
There  is  no  leukocytosis. 

Complications. — Gastroptosis,  peptic  ulcer;  gastralgia, 
amenorrhea,  and,  occasionally,  thrombosis  of  the  cerebral 
sinuses  or  veins  of  the  extremities. 

Prognosis. — The  prognosis  is  good,  but  relapses  are 
conmion. 

Treatment. — Fresh  air,  sunlight,  open-air  exercise,  and 
nourishing  food  are  valuable  aids  in  treatment.  Very  severe 
cases  require  complete  rest  in  bed.  If  there  be  a  good  reac- 
tion, warm  baths,  followed  by  short  cold  douches,  are  effica- 
cious. Iron  is  almost  a  specific.  It  is  most  frequently  pre- 
scribed in  the  form  of  Blaud's  pills,  of  which  the  dose  is 
three  pills,  gradually  increased  to  nine,  a  day. 

Laxatives,  preferably  mild  salines,  rank  next  in  impor- 
tance to  iron.  Arsenic  is  distinctly  less  valuable  than 
iron,  Superacidity  of  the  gastric  juice  is  best  treated  by 
alkalis. 

LEUKEMIA. 

(I«eul£  ocytkemia . ) 

Definitioti. — A  disease  characterized  by  a  persistent  in- 
crease in  the  number  of  white  blood-corpuscles  and  by 
pathologic  changes  in  the  bone-marrow,  spleen,  and  lymph- 
atic glands. 

Etiology, — The  causes  are  obscure.  More  males  are 
affected  than  females.  The  disease  occurs  most  frequently 
in  middle  life.  Heredity,  malaria,  syphilis,  pregnancy,  and 
traumatism  are  given  as  predisposing  factors.  An  infectious 
origin  has  been  suggested. 

Varieties,— ( I )  Myelogenous  leukemia  and  (2)  lymph- 
atic iL-itkcmia.     The  latter  may  be  acute  or  chronic. 

Pathology* — There  is  extreme  emaciation.  In  the  mye- 
iogt'tums  JoiiH  the  fat  of  the  bone-marrow  is  largely  re- 
placed by  marrow-cells,  both  red  and  white,  and,  according 
as  the  one  or  the  other  predominates,  the  marrow  presents 
a  currant-jelly  or  pyoid  appearance.     All  the  cells  of  the 
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^marrow  are  increased,  but  the  myelocytes  are  in  excess. 
The  spleen  and  liver  are  much  enlarged :  the  former  from 
a  hyperplasia  oX  the  lymphoid  structures,  the  latter  from 
infiltration  of  leukocytes.  In  lymphatic  leukemia  the  char- 
acteristic feature  is  enlargement  of  the  visible  lymph-glands. 
Microscopically,  the  glands  show  a  great  increase  of  lympho- 

(:ytcs.     Numerous  metastatic  lymphomas  are  found  in  the 
irious  organs.     The  bone-marrow,   spleen,  and  liver  are 
also  more  or  less  involved. 

Symptoms. — Myelogenous  leukemia  presents  tlie  general 
symptoms  of  anemia.  The  liver  and  spleen  are  consider- 
ably enlarged-  There  may  be  moderate  fever  of  an  irregu- 
lar type.  Hemorrhages  from  mucous  membranes  and  into 
the  tissues  are  common.  Impairment  of  vision  may  result 
from  retinal  hemorrhage  or  leukemic  infiltration.  Persistent 
priapism  is  occasionally  observed. 

The  blood  changes  are  characteristic.  There  is  a  grad- 
ual reduction  in  the  number  of  red  cells  and  of  hemo- 
Iglobin.  The  number  of  white  cells  is  enormously  increased, 
the  count  often  reaching  from  300,000  to  500,000.  From 
20  to  60  per  cent,  of  the  leukocytes  are  myelocytes.  The 
pumber  of  eosinophiles  and  mast-cells  is  somewhat  in- 
creased. 
Lymphatic  leukemia  is  rare.  The  chronic  form  presents 
the  general  symptoms  of  anemia,  with  enlargement  of  the 
visible  lymph-glands  and  a  considerable  increase  in  the 
number  of  leukocvtes  (50.000  to  100,000),  more  than  90 
per  cent,  of  which  are  small  lymphocytes. 

Acute  lymphatic  leukemia  has  been   most  frequently  seen 
in  children.     The  visible  lymph-glands  are  enlarged,  there 
^^    marked  tendency  to  hemorrhages,  and  the  blood  con- 
^ptains  great  numbers  of  large  pale  lymphocytes. 

Diag^iiosis. — Leukocytosis.— In  this  condition  the  white 
ceils  are  not  so  enoinvntsly  increased  and  are  chiefly  poly- 
morphonuclear neutrophiles. 

Mialarial  Cachexia. — This  may  be  recognized  by  the  dis- 
covery of  the  parasites  and  by  the  absence  of  leukocytosis. 
^K    Prognosis. — ^Absolutely  unfavorable.     The  average  du- 
^pation  of  the  chronic  form  is  from  two  to  three  years.  Acute 
leukemia  may  prove  fatal  within  a  few  weeks. 
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Treatment. — An  eflbrt  should  be  made  to  nmintain  the 
»igeneral  nutrition  by  regulating  the  diet  and  attending  to 
hygienic  measures.  Rest  is  often  advisable.  Among  drugs, 
arsenic  appears  to  be  of  some  service.  The  use  of  the 
-I'-rays  is  often  followed  by  marked,  though  temporary,  im- 
provement.    Operative  treatment  is  of  no  avail. 

>-yiODGKIN'S  DISEASE, 

(Pseudoleukemia ;  General  Lympliadeiioina ;  Adenia ;  Lsnnphatlc 

Anemia.  \ 

Definition. — A  rare  disease  characterized  by  hyper- 
plasia of  the  lymphatic  glands  and  progressive  anemia, 
without  a  marked  excess  of  white  corpuscles. 

Etiology. — The  causes  are  unknown.  It  is  most  com- 
monly seen  in  young  adults  of  the  male  sex.  In  some  in- 
stances it  has  apparently  followed  an  ordinar)^  adenitis.  An 
infectious  origin  has  been  suggested. 

Pathology. — There  is  a  marked  hyperplasia  of*the  lym- 
phatic glands, — cervical,  ax!llar\\  mediastinal,  inguinal,  and 
retroperitoneal, — the  spleen  and  bone-marrow  often  sharing 
in  the  process. 

Symptoms.- — The  disease  resembles  lymphatic  leukemia, 
but  there  i.-.  an  absence  of  leukocytosis.  The  glands  of  the 
neck  are  usually  first  affected ;  the  swellings  are  painless, 
freely  movable,  and  only  very  rarely  suppurate. 

Diagnosis. — ^Tubcrculous  adenitis  is  more  apt  to  affect 
the  submaxillary  glands,  and  is  often  unilateral.  Fusion  of 
the  glands  and  suppuration  are  common.  The  tuberculin 
reaction  may  be  obtained,  and  section  of  an  excised  gland 
shows  tuberculous  elements. 

Prognosis. — Unfavorable.  The  average  duration  is 
from   two  to  three  years.     Treatment  is  that  of  leukemia. 

SPLENIC  ANEMIA- 

( Splenomegaly  ;j 
Splenic  anemia  is  a  chronic  affection  characterized  by  an 
enormous   enlargement   of  the    spleen,   moderate    oligocy- 
themia (average  count   3400,000),  decided  oligochromemia 
(average  45  to  50  per  cent.),  leukopenia,  and  a  marked  ten- 
cy  to  hemorrhage,  especially  from  the  stomach.     In  the 
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terminal  stage  there  maybe,  in  addition,  ascites,  jaundice, 
and  cirrhosis  of  the  liver  {Baft/i's  (disease).  Splenic  anemia 
usually  lasts  for  many  years.  In  7  of  i8  cases  studied  by 
Osier  the  duration  of  the  diseoze  was  more  than  ten  years, 
and  in  1 1  more  than  four  years.  Of  32  cases  of  splenic 
anemia  treated  by  splenectomy,  in  23  recovery  followed 
(Armstrong). 

CHRONIC  SPLENOMEGAUC  POLYCYTHEMIA. 

Ciironic  sptcnomcgalic  polycythemia  is  a  rare  affection 
having  general  redness  or  cyanosis  of  the  skin,  polycy- 
themia (8-13  millions  per  cmm.),  high  blood-pressure,  and 
enlargement  of  the  spleen  for  its  chief  symptoms.  Later, 
asthenia,  dyspnea,  edema,  dilatation  of  the  heart,  and  albu- 
min una  occur  and  may  be  associated  witii  drowsiness  and 
mental  depression.  The  course  extends  over  many  years, 
but  the  tendency  is  to  terminate  ultimately  by  heart  failure 
or  apoplexy. 

According  to  one  theory,  the  disease  depends  upon  an  over- 
production of  the  red  cells  in  the  bone  marrow,  which  some- 
times shows  evidence  of  proliferation  ;  according  to  another 
tlieor>%  it  is  the  result  of  vasoconstriction  of  ncr\'OUS  origin. 

ADDISON'S  DISEASK 

Defi.nition. — -A  rare  disease  characterized  anatomically 
by  lesions  of  the  suprarenal  glands  or  of  the  abdominal 
sympathetic  ganglia,  and  clinically  by  bronzing  of  the  skin 
and  profound  asthenia, 

EtiQlogy.  —  It  occurs  most  frequently  in  middle  life,  and 
is  more  common  in  men  than  in  women.  The  development 
of  Addison's  disease  is  favored  by  the  predisposing  causes 
of  tuberculosis. 

Pathology. — In  most  instances  tuberculosis  of  the 
suprarenal  bodies  is  discovered.  Rarely  other  lesions  of 
the  suprarenal  bodies,  such  as  carcinoma,  have  been  found. 
In  a  few  cases  there  have  been  found  degenerative  changes 
in  the  abdominal  sympathetic  ganglia,  either  in  connection 
with,  or  in  the  absence  of,  disease  of  the  suprarenal  bodies. 

Symptoms. — The  chief  features  are  moderate  anemia, 
bronzing  of  the  skin,  pigmentation  of  the  mucous  mem- 
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branes,  especially  of  the  mouth,  extreme  weakness,  and 
marked  gastric  irritability. 

PtOgnosis. — The  disease  is  fatal.  The  average  duration 
is  from  one  to  three  years. 

Treatment, — The  general  treatment  includes  rest,  a 
nutritious  but  easily  assimilable  diet,  and  the  administra- 
tion of  tonics.  Temporary  good  effects  have  followed  the 
use  of  the  extract  of  suprarenal  gland  in  doses  of  from  3 
to  5  grains  thrice  daily. 

EXOPHTHALMIC  GOITER. 
(0Taves*B  Disease ;  Parry's  Disease ;  Basedow's  Disease.) 

Definition. — A  disease  characterized  by  enlargement  of 
the  thyroid  gland,  marked  prominence  of  the  eyeballs, 
tachycardia,  and  muscular  tremors. 

Etiology. — The  disease  most  frequently  develops  in  the 
third  decade.  Women  are  much  more  often  affected  than 
men.  Heredity,  emotional  excitement^  and  mental  strain 
are  preiiis|KKsing  factors. 

Pathology. — I'he  pathogenesis  of  Graves*s  disease  is 
still  undetermined.  The  disease  is  probably  due  to  excessive 
functional  activity  of  the  thyroid  gland  (hyperthyroidization). 
Greenfield  found  the  tubular  spaces  of  the  gland  proliferated 
and  the  colloid  matrix  replaced  by  a  mucoid  material 

Symptoms. — Cardiac  Phenomena.— -Acceleration  of  the 
pulse  (100  to  150)  and  palpitation  are  constant  features. 
Both  are  intensified  by  excitement.  Hypertrophy  of  the 
heart  may  ultimately  ensue  from  overaction.  A  soft  sys- 
tolic murmur  is  frequently  heard  at  the  apex. 

Ocular  Phenomena. — These  consist  in  bilateral  protrusion 
of  the  eyeballs,  a  failure  of  the  upper  eyelid  to  follow  the 
eyeball  when  the  latter  is  directed  downward  (Graefe's 
sign),  widening  of  the  palpebral  angle  (Stellwag's  sign), 
and  inabilit}'  of  the  eyes  to  converge  upon  a  near  object 
(Mobius'  sign).     V^ision  is  not  disturbed. 

Thyroid  Phenomena. — Enlargement  of  the  thyroid  may  be 
the  last  symptom  to  appear.  One  or  both  lobes  of  the  gland 
may  be  affected.  Inspection  detects  enlargement,  with  pulsa- 
tion ;  palpation,  a  purring  thrill ;  and  auscultation,  a  bruit 

Nervous  Phenomena. — A  fine  muscular  tremor  is  an  earlv 
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symptom.  Nervous  irritability  and  asthenia  are  often  marked. 
Occasionally  mania  or  hypochondriasis  is  observed. 

Qeneral  Sjrmptomfi.— As  the  disease  progresses  weak- 
Jiess  and  anemia  become  pronounced.  Sweating  is  com- 
mon. Moderate  fever  is  an  occasional  symptom.  There 
may  be  glycosuria  and  albuminuria. 

Diagnosis. — It  should  be  home  in  mind  that  any  one 
of  the  important  symptoms  may  be  absent  throughout  the 
disease.  In  some  cases  palpitation  and  throbbing  of  the 
cervical  vessels  may  be  the  only  phenomt-na. 

Goiier  may  be  distinguished  from  exophthalmic  goiter  by 
the  absence  of  cardiac,  ocular,  and  nervous  symptoms. 

Prognosis. — The  disease  generally  runs  a  protracted 
course.  Some  cases  recover  entirely;  many  improve  and 
subsequently  relapse;  a  few  die,  after  a  short  illness,  from 
heart  failure  or  acute  mania. 

Treatment. — The  general  nutrition  should  be  improved 
by  rest,  a  generous,  readily  digestible  diet,  healthy  hygienic 
surroundings,  and  hydrotherapy.  In  severe  cases  absolute 
rest  in  bed  is  an  essential  point  in  the  treatment.  Applica- 
tions of  cold,  by  means  of  Leiter*s  tubes  or  ice-bags,  to  the 
precordium  lessen  the  palpitation. 

Belladonna  is  undoubtedly  of  value  in  many  cases.  It 
should  be  given  in  ascending  doses  until  some  dryness  of 
the  throat  is  produced.  When  the  circulation  is  feeble, 
digitalis  may  be  found  of  service ;  on  the  other  hand,  when 
the  heart  is  strong,  better  results  may  be  obtained  with 
aconite  or  vcratrum  viride.  When  anemia  exists,  iron  is 
useful.  Bromids  are  sometimes  of  service  in  controlling 
nervous  symptoms,  Starr  has  observed  marked  improve- 
ment from  the  use  of  sodium  glycerophosphate  in  doses  of 
20  grains  three  or  four  times  a  day.  The  consensus  of 
opinion  is  decidedly  adverse  to  the   use  of  thyroid  extract. 

Galvanism  sometimes  proves  more  effective  in  controlling 
the  symptoms  than  any  other  remedy.  As  a  last  resort, 
operative  interference  should  be  considered. 

MYXEDEMA. 

Definition.— A  disease  characterized  by  atrophy  of 
the   tliyroid   gland,   mucoid   degeneration    of   the   subcu- 
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taneous  tissues,  subnormal  temperature,  and  mental  slug 
gishness. 

etiology. — The  disease  Is  much  more  frequent  in  women 
than  in  men.  It  is  occasionally  hereditary.  It  usually 
dev^elops  in  middle  life.  The  immediate  cause  is  the  loss  of 
function  of  llie  thyroid  gland. 

A  congenital  form  of  mjxetlema  is  observed  in  cretinism, 
and  an  analogous  condition  [operative  myxiiiema  or  cachixia 
strumiprivii]  frequently  fallows  total  extirpation  of  the  thy- 
roid gland. 

Symptoms.— It  is  manifested  by  a  gradual  swelling  of 
the  subcutaneous  tissues,  particularly  of  the  face,  supra- 
clavicular regions,  and  hands.  Unlike  edema,  the  parts 
do  not  pit  on  pressure,  but  arc  6rm  and  elastic.  The 
skin  is  dry  and  harsh.  The  hair  is  drj'  and  brittle.  The 
thyroid  gland  is  atrophied.  A  f)eculiar  slowness  in  thought, 
speech,  and  movements  is  a  characteristic  symptom.  The 
temperature  of  the  body  is  subnormal.  There  is  impair- 
ment of  the  special  senses.  Sensor)'  phenomena  are  com- 
mon, such  as  coldness,  numbness,  and  tingling.  The  urine 
is  often  increased  in  quantity,  and  occasionally  contains  al- 
bumin»  sugar,  and  tube-casts. 

Sequels. — Tuberculosis,  dementia,  and,  occasionally, 
exophthalmic  goiter 

Diagnosis.— The  mental  dulness,  the  extreme  drjmess  of 
the  skin,  and  the  absence  of  pitting  on  pressure  will  serve 
to  distinguish  myxedema  from  Bright's  disease  with  edema. 

Progfnosis.^ — The  disease  was  formerly  considered  incu- 
rable, but  it  is  now  known  that  marked  amelioration  or  even 
a  cure  can  be  effected  by  ;ippropriate  treatment. 

Treatment* — ^As  patients  with  myxedema  are  extremely 
susceptible  to  low  temperatures,  they  should  be  warmly  clad 
and  protected  from  exposure  to  cold.  Residence  during  the 
winter  in  a  warm,  sunny  climate  is  desirable.  Warm  baths 
are  often  beneficial  Modern  treatment  consists  in  the  admin- 
istration of  extract  of  sheep's  thyroid  (3  to  5  grains  thrice 
daily).  By  continuing  this  remedy  throughout  life  it  is  pos* 
sible  \\\  many  cases  to  hold  the  symptoms  in  complete 
abeyance. 
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INSPECTION. 

Inspection  determines  the  position,  force,  and  extent  of 
the  ap>ex-beat ;  any  abnormal  centers  of  pulsation  ;  and  any 
unnatural  prominence  over  the  precordial  region. 

The  Apex-beat. — The  normal  position  of  the  apex- 
beat  is  in  the  fifth  intercostal  space,  about  an  inch  within 
the  mid-clavicular  line.  The  beat  can  usually  be  detected 
by  inspection  or  palpation,  but  when  these  methods  fail,  it 
may  be  localized  by  auscultation,  the  |ioint  in  the  region  of 
the  apex  where  the  first  sound  is  heard  with  maximum 
intensity  corresponding  to  the  beat, 

T/tr  Effect  of  Respiration  ami  Position  on  the  Apex-beat. — 
The  location  and  force  of  the  apex-beat  are  modified  by 
the  posture  of  the  patient  and  the  stage  of  the  respiratory 
act.  In  the  recumbent  position  the  apex-beat  may  be  ele- 
vated half  an  inch  or  more,  and,  when  the  body  is  inclined 
to  the  left,  the  heart  being  a  more  or  less  movable  organ, 
the  beat  may  be  detected  in  the  mammary  line,  or  even 
some  distance  to  its  outer  side. 

During  forced  inspiration  the  beat  may  become  imper- 
ceptible, or.  if  such  is  not  the  case,  it  may  be  found  some 
distance  below  its  usual  place,  on  account  of  the  upward 
movement  of  the  ribs  in  the  inspiratory  act.  During  forced 
expiration  the  air,  being  driven  from  the  lung-tissue  in  front 
of  the  heart,  the  beat  becomes  more  forcible,  and  its  posi- 
tion elevated  on  account  of  the  descent  of  the  ribs  which 
occurs  in  expiration. 

In  view  of  the  influence  exerted  by  respiration  and  posi- 
tion on  the  apex-beat  the  patient,  as  a  rule,  should  be  ex- 
ajnincd  in  the  erect  or  sitting  posture,  while  breathing 
quietly. 
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Displacement  of  the  Xp^^-h^2^..^ Displacement  to 
the  left  ma)'  result  from  : 

F.  Hypertrophy  or  dilatation  of  the  heart  {down  and  to 
the  left)', 

2.  Pericardial  effusion  (up  and  to  the  left). 

3.  Chronic  disea,ses  of  the  left  lunj^  and  pleura,  asso- 
ciated with  retraction — as  fibroid  phthisis  and  pleural  adhe- 
sions. 

4.  Abdominal  tumors  Awd  effusions  (up  and  to  the  left). 

5.  The  pressure  of  a  pleural  eJTusion  on  the  right  side  (up 
and  to  the  left). 

Displacement  to  the  right  may  be  caused  by : 

1.  Chronic  disease  of  the  right  lung  or  pleura  associated 
with  retraction. 

2.  Pressure  of  a  pleural  efifusion  on  the  left  side. 

3.  Transposition  of  the  viscera. 
Displacement  Jinvtnvard  may  result  from  : 

1.  Hypertrophy  or  dilatation  of  the  heart,  chiefly  of  the 
left  ventricle. 

2.  Pressure  of  solid  growths  in  the  upper  mediastinum. 
5.  Aneurysm  of  the  aortic  arch. 

Deformity  of  the  chest  from  spinal  curvature  may  also 
cause  considerable  displacement  of  the  heart. 

Changes  in  Force  and  Extent  of  the  Apex-beat. 
—  The  /(free  arttl  extent  of  the  pulsation  may  be  increased  by: 

1.  Hypertrophy  of  the  heart. 

2.  Forcible  action  of  the  heart  caused  by  emotional  or 
physical  excitement,  reflex  irritation,  drugs,  Graves's  disease, 
etc. 

3.  Thinning  of  the  chest-walls  and  shrinking  of  the  lungs, 
as  in  phthisis. 

A  weak  apex-beat  may  be  noted : 

1.  In  health. 

2.  Degeneration  or  dilatation  of  the  heart. 

3.  Pericardial  effusion. 

4.  Emphysema. 

5.  Collapse  or  shock, 
Abnormal  Centers  of  TuXsation.^Epigastric  pulsa- 
tion may  result  from  : 

I.  Excited  action  of  the  heart  from  any  cause. 
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2.  Enlargement  of  the  right  ventricle. 

3.  A  pulsating  aorta,  noted  in  certain  nervous  and  anemic 
ients. 

4.  Aortic  aneurysm. 

5.  Tumors  of  the  left  lobe  of  the  liver  resting  on  the  aorta. 
Pulsation  at  the  base  of  the  heart  may  result  from : 

1.  Aneurysm  of  the  aortic  arch. 

2.  Cardiac  hypertrophy. 

3.  Shrinkinjj  of  the  luncjs,  as  m  phthisis. 
Pulsation  in  the  left  axillary  region  may  result  from  : 

1.  Enlargement  of  the  heart. 

2.  A  tense,  purulent  efifusion  in  the  left  pleural  sac 
(pulsating  empyema). 

3.  Aneurysm. 

4.  Chronic  diseases  of  the  left  lung  and  pleura,  associated 
with  retraction. 

Unnatural  pulsation  in  the  carotids  may  result  from : 

1.  Excitement  of  the  heart  from  any  cause. 

2.  Exophthalmic  goiter. 

3.  Anemia. 

4.  Valvular  disease,  especially  aortic  regurgitation. 

5.  Aneurysm  or  dilatation  of  the  vessels. 

6.  Unnatural  elasticity  of  the  vessels,  noted  in  certain 
nervous  and  anemic  patients. 

Jugular  Pulsation, — The  jugular  vein  often  becomes 
distended  in  forced  expiration  and  coughing.  Distention 
of  rhe  jugular  vein  is  sometimes  noted  in  adherent  peri- 
cardium. 

A  true,  rhj-thmic  venous  pulsation  usually  results  from 
tricuspid  regurgitation. 

A  pulsation  may  be  transmitted  to  the  jugular  vein  from 
the  underlying  carotid,  but  this  false  pulsation  will  still  con- 
tinue when  light  pressure  is  made  on  the  vein  at  the  root 
of  the  neck,  while  the  true  venous  pulse  will  cease. 

Precordial  Prominence. — Unnatural  promineme  of  the 
preeordiutn  may  result  from  : 

1.  Hypertrophy  of  the  heart 

2.  Dilatation  of  the  heart. 

3.  Pericardial  effusion. 
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PALPATION. 

This  not  only  determines  the  position,  force,  extent,  and 
rhythm  of  the  apex-beat,  but  also  detects  the  existence  of 
any  fremitus  or  thrill. 

A  thriii  is  a  vibratory  sensation  likened  to  that  received 
when  the  hand  is  placed  on  the  back  of  a  purring  cat. 
Thrills  at  the  base  of  the  heart  may  result  from  aortic  steno- 
sis, atheroma  of  the  aorta,  aneurysm,  and  from  roughened 
pericardial  surfaces,  as  in  pericarditis. 

A  presystolic  thrill  at  the  apex  is  almost  pathognomonic 
of  mitral  stenosis. 

PERCUSSION. 

This  determines  the  shape  and  extent  of  the  cardiac  dul- 
ness. 

Tkc  normal  area  of  superficial  or  absolute  percussion-dul' 
ncss  (the  part  uncovered  by  lung)  is  detected  by  light  per- 
cussion, and  extends  from  the  fourth  left  costosternal  junc- 
tion to  the  apex-beat ;  from  the  apex*bcat  to  the  j unction 
of  the  xiphoid  cartilage  with  the  sternum^and  thence  up  the 
left  border  of  the  sternum. 

The  normal  area  of  deep  percussion-dulncss  (the  heart  pro- 
jected on  the  chest-wall)  is  detected  by  firm  percussion^  and 
extends  from  the  third  left  costosternal  articulation  to  t!ie 
apex-beat ;  from  the  apex-beat  to  the  junction  of  the  xiphoid 
cartilage  with  the  sternum,  and  thence  up  the  right  border 
of  the  sternum  to  the  third  rib.  The  lower  level  of  the 
cardiac  dulness  fuses  with  the  liver  dulness,  and  can  rarely 
be  determined  by  percussion. 

The  area  of  cardiac  dulness  is  increased  in:  (i)  Hyper- 
trophy and  dilatation  of  the  heart.  (2)  Pericardial  effusion. 
It  IS  apparently  increased  in  shrinking  of  the  lungs,  as  in 
phthisis. 

The  area  of  cardiac  dulness  is  diminished  in  :  (i)  Emphy- 
sema. (2)  Pneumothorax.  (3)  Pneumopericardium  (rare). 
(4)  Gaseous  distention  of  the  stomach. 


AUSCULTATION. 

This  determines  the  quality,  intensity,  and  rh\thm  of  the 
heart-sounds,  and  detects  the  presence  of  any  adventitious 
sounds,  as  murmurs.     The  two  sounds  heard  over  the  heart 
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e  been  represented  by  the  syllables,  "lubb,  top/*  The 
first  sound  {systolu)  results  from  the  muscular  contraction  of 
the  heart  and  the  closure  of  the  auriculoventricular  valves, 
and  is  synchronous  with  the  apex-beat  and  carotid  pulse. 
This  sound  is  prolonged  and  dull.  After  the  first  sound 
there  is  a  short  pause,  and  then  follows  the  second  sound 
{diastoiu)^  which  results  from  the  closure  of  tlie  aortic  and 
pulmonary-  valves.  This  sound  is  short  and  hi|^h-pitched. 
After  the  second  sound  a  longer  pause  foilows  before  the 
first  is  again  heard, 

The  Intensity  of  the  Heart-sounds.— /><^//r  sounds 
are  aicfftfua/i-ii  in  ;  ( 1 )  Excitement  of  the  heart  from  any 
cause.  (2)  Anemia.  (3)  Cardiac  hypertrophy.  {4)  Sub- 
jects with  thin  chest-walls.  (5)  Consolidation  of  the  lung, 
as  in  phthisis  and  pneumonia. 

Affintuation  of  the  aortic  second  sound  results  from:  (1) 
Hypertrophy  of  the  left  ventricle.  (2)  High  arterial  tension, 
as  in  chronic  interstitial  nephritis  with  arteriosclerosis.  (3) 
Aortic  aneurysm. 

Weakening  of  the  aartic  second  sound  indicates  weakness 
of  the  left  ventricle. 

Accentuation  of  the  pulmonary  second  sound  results  from: 

(1)  Pulmonar}^  obstruction,  as   in   emphysema,  pneumonia, 
and  the  congestion  of  the  lungs  following  mitral  disease. 

(2)  Hypertrophy  of  the  right  ventricle. 

Weakness  of  the  pulmonary  sound  indicates  failure  of  the 
right  ventricle,  and,  occurring  in  diseases  in  which  it  should 
be  accentuated,  \%  of  grave  omen. 

Weakness  of  the  mitral  sound  is  noted  tn  :  n )  General 
obesity.  (2)  Genera)  exhaustion,  (5)  Degeneration  or 
dilatation  of  the  heart  (4)  Pericardial  or  pleural  effusion. 
(5)  Kmphysem.i. 

Alteration  in  the  Rhythm  of  the  Heart -sounds*— 
Reduplication  of  the  Diastolic  Sounds. — This  is  probably 
due  to  a  lack  of  synchronism  in  the  closure  of  the  aortic 
and  pulmonary  valves.  It  is  frequently  noted  in  health  at 
the  end  of  a  long  inspiration.  Pathologic  reduplication 
may  occur  whenever  the  pressure  in  either  the  pulmonary 
circulation  or  the  peripheral  arteries  is  abnormally  increased. 
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It  is  a  common  sign  in  mitral  stenosis,  emphysema,  arterio- 
sclerosis, and  pericarditis. 

Embryotardia, — Tliis  term  is  used  to  indicate  a  rhythm 
that  resembles  that  of  the  fetal  heart.  TJie  [)auses  between 
the  sounds  are  of  equal  length,  and  the  two  sounds  are 
exactly  alike.  Kmbryocardia  indicates  great  enfeeblement 
of  tJie  heart  and  may  be  observed  tn  low  fevers  and  in  car- 
diac failure  from  any  cause. 

Galhp  iw  Cantering  Rhythm. — This  suggests  the  hoof-beats 
of  a  galloping  horse.  One  of  the  cardiac  sounds  is  doubled 
and  the  diastolic  pause  is  shortened.  It  indicates  extreme 
weakness  of  the  heart. 

Adventitious  Sounds.^ — Murmurs  are  abnormal  sounds 
produced  in  the  heart  or  blood-vessels.  They  may  result 
from  :  ( 1 )  Obstruction  or  regurgitation  at  the  valves  in  con- 
sequence of  valvular  endocarditis.  (2)  Dilatation  of  the 
ventricle  or  relaxation  of  its  walls,  in  consequence  of  which 
the  auriculoventricular  valves  become  relatively  insufficient. 
(3)  Roughening  of  the  valves  or  of  the  intima  of  the  great 
vessels.    (4)  Aneurysm  (bruit).    (5)  Anemia  (hemic  murmur). 

Exocardial  nmrnmrs  are  adventitious  sounds  of  cardiac 
origin  produced  in  the  pericardium  (pericardial  friction- 
sound)  or  in  the  pleura  or  lung,  adjacent  tn  the  heart 
(pleuropcricardial  friction -sound  and  cardiorespiratory  mur- 
mur). 

Pericardial  Friction-soundi. — This  is  an  adventitious  sound 
produced  in  pericarditis  by  roughening  of  the  serous  mem- 
brane. It  is  a  harsh,  grating,  to-and-fro  sound,  quite  su()er' 
ficfal,  often  intensified  by  pressure  with  the  stethoscope,  and 
generally  heard  best  in  the  fourth  interspace  near  the  ster- 
num. It  often  varies  in  intensity  from  hour  to  hour,  and  is 
rarely  transmitted  beyond  the  precordial  region. 

Pleuroperi cardial  rriction-sound.^ — This  is  a  sound  closely 
resembling  the  pericardial  friction-sound,  but  produced  by 
inflammation  of  that  part  of  the  pleura  that  overlaps  the 
heart.  It  is  intensified  by  deep  inspiration,  and  often  dis- 
appears when  the  breath  is  held  during  expiration. 

Cardiorespiratory  Murmur. — This  is  a  rare  adventitious 
sound,  produced  by  the  rhythmic  expulsion  of  air  from  the 
lappet  of  lung  covering  the  heart  by  the  cardiac  contractions. 
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The  exact  condition  under  which  it  occurs  is  Jiot  known. 
It  is  usually  heard  best  at  the  end  of  inspiration,  and  is 
nearly  always  systolic  in  lime.  It  is  greatly  modified  by 
position,  deep  brcatliini,%  coUL^d)in^^  atid  hoUHn^  the  breath. 

Aneurysmal  Munuur,  or  Bruit.^In  a  certain  proportion  of 
cases  a  minniur  is  hc.irti  in  aneiirysnx.  It  is  systolic  in 
time,  heard  with  greatest  intensity  over  the  sac  of  the 
aneurysm,  antl  traitsnn'ttetl  into  the  vessels  of  the  neck. 
Tliere  is  nothing  in  the  character  of  the  murmur  to  suggest 
its  origin. 

Hemic  Murmurs. — Hemic  murmurs  have  the  follownng 
characteristics :  They  are  soft  and  blowing  in  character ; 
they  are  usually  systnlic  in  time  ;  they  are  usually  heard  best 
over  the  pulmonic  area  ;  they  are  associated  with  evidences 
of  anemia ;  they  are  not  accompanied  by  signs  of  cardiac 
enlargement ;  they  are  often  associated  with  a  continuous 
hum  in  the  veins  of  the  neck  ;  and  they  are  more  affected 
by  deep  breathing,  position,  and  exercise  than  the  murmurs 
of  organic  disease. 

THE  PULSE, 

The  average  frequency  of  the  pulse  in  the  healthy  adult 
at  rest  is  between  70  <ind  80.  In  new-bom  infants  it  is 
bet\%*een  130  and  140,  and  in  young  children  between  90 
and  100. 

Increased  Frequency  of  the  Pulse  (Tachycardia), 
— Habitual  frequency  is  sometimes  noted  in  health.  The 
frequency  may  be  temporaril\'  increased  by  erect  posture, 
excitement,  eating,  and  the  use  of  stimulants. 

Ahnormul  frequency  may  result  from — (i)  Pyrexia.  The 
pulso  usually  bears  a  definite  relation  to  the  temperature,  but 
in  certain  di.seases.  as  scarlet  fever  and  septicemia,  it  may  be 
disproportionately  rapid,  and  in  others,  hke  meningitis  and 
yellow  fever,  it  may  be  disproportionately  slow.  (2)  Ex- 
ophthalmic goiter.  (3)  Organic  heart  disease.  (4)  Lesions 
at  the  base  of  the  brain  suflicient  to  depress  the  pneumo- 
gastrics,  as  hemorrhage,  tumor,  and  advanced  meningitis. 
(5)  Reflex  irritation,  as  in  dyspepsia  or  ovarian  or  uterine 
disease.  (6)  An  independent  neurosis  (essential  paroxys- 
mal tachycardia),     (7)  Action  of  certain  drugs — ^belladonna, 
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nitrites^  thyroid    extract,    etc.      (8)    Rheumatoid     arthritis 
(San  so  m). 

Infrequency  of  the  Pulse  (Bradycardia).— /ynjr/>%v 
slozvness  is  noted  after  fasting,  sometiines  in  the  puerperium, 
and  habitually  in  certain  persons  (50  to  60  a  minute). 

Pathologic  infrequi'ncy  is  obser\Td  in  many  conditions, 
notably — (i)In  certain  forms  of  organic  heart  disease,  es- 
pecially chronic  myocardial  disease  and  aortic  stenosis.  (2) 
In  jaundice.  (3)  From  pressure  at  the  l)ase  of  the  brain  suffi- 
cient to  irritate  the  vagus,  as  in  l^eginning  meningitis,  tumor, 
etc.  (4)  At  the  close  of  febnle  diseases,  as  typhoid  fever, 
pneumonia,  etc.  (5)  After  the  use  of  certain  drugs,  as  digi- 
talis, aconite,  etc. 

Heart-block  (Adams-Stokes  Disease). ^This  con- 
dition is  charactLMized  by  permanent  or  paroxysmal  brady- 
cardia, cerebral  attacks  of  an  cpileptifurm,  vertiginous,  or 
syncopal  character,  and  pulsations  of  the  cervical  veins  ex- 
ceeding in  rate  those  of  the  arteries.  It  depends  upon  a 
lesion  of  the  muscular  bundle  of  His  (a  narrow  band  extend- 
ing from  the  right  auricle  and  its  valves  to  the  interventric- 
ular septum),  in  consequence  of  which  the  auricles  con- 
tract more  or  less  normally,  but  the  ventricles  only  respond 
to  every  other,  every  second,  or  ^x^ry  third  stimulus  (auric- 
ulo-ventricular  dissociation.) 

In  young  adults  Adams-Stokes  disease  is  often  of  syphil- 
itic origin  ;  in  the  aged  it  is  usually  an  expression  of  myo- 
cardial degeneration, 

Irregrular  Rhytlim  (Arliythiiiia). — TKe  Intennittent 
Pulse.— This  per  sr  is  not  characteristic  of  any  pathologic 
condition.  It  is  occasionally  met  with  in  healthy  persons, 
especially  after  exercise,  mental  excitement,  or  eating..  As 
a  pathologic  symptom  it  may  result  from  the  excessive  use 
of  tea,  coftee,  or  tobacco  ;  from  organic  disease  of  the  heart, 
especially  myocarditis ;  reflex  irritation,  such  as  flatulent 
dyspepsia;  gout,  neurasthenia,  or  hypochondriasis. 

The  Bigeminal  and  Trigeminal  Pulses, — These  are  pulses  in 
which  the  beats  occur  in  groups  of  two  or  three  respectively. 
Tliey  are  most  frequently  seen  in  chronic  myocardial  disease 
and  in  uncompensated  mitral  stenosis,  especially  after  the 
too  free  use  of  digitalis. 
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There  may  be  a  false  intermission  in  the  radiat  pulse 
when  the  heart  fails  to  transmit  all  its  beats  to  the  wrist. 
This  condition  may  be  observed  in  any  disease  that  weakens 
the  ventricular  walls. 

The  Irregular  Pulse.^ — This  is  met  with  in  the  same  con- 
ditions as  the  intermittent  pulse.     It  may  be  habitual  or 


Ft6.  8. — Sphygmogram  of  llie  trigtrmtnal  puUe. 

occasional.  There  is  often  marked  irregularity  in  uncom- 
pensated mitral  regurgitiition  and  chronic  myocardial  dis- 
ease. Extreme  irregularity  with  rajjidity  of  the  heart-beats 
is  spoken  of  as  dtiirium  cordis.  It  occurs  in  the  late  stages 
of  uncomixrn sated  heart  disease. 

The  Pulsus  Paradoxus.— This  is  a  pulse  in  which  the  wave 
becomes  small  and  feeble  during  full  inspiration.  It  is 
sometimes  observed  in  healthy  persons.  It  is  not  infrequent 
in  adherent  pericardium. 

The  Dicrotic  Pulse. — This  is  a  pulse  in  which  the  main  beat 
is  quickly  followed  by  a  secondary  wave  or  slight  rebound  of 
the  vessel.  It  is  especially  apt  to  occur  when  the  tension  Is 
low  and  the  arteries  are  relaxed,  as  in  low  fevers,  like  typhoid. 


Fli 


,   .;r,im  of  a  di*  rotir  pulse. 


Other  Variations  in  the  Poise.— The  ffigh-tension 
Pulse. — This  is  a  pulse  in  which  the  force  of  the  beat  is 
relatively  increased.  The  tension  may  be  roughly  estimated 
by  noting  tJie  amount  of  pressure  of  the  fingers  that  is  re- 
quired to  arrest  the  beat.  It  may  be  determined  more  accu- 
rately by  means  of  the  sphygmograph. 
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A  high  tension  is  obser\'ed  in  many  conditions,  notably  ii 
cardiac  hypertrophy ;  in  chronic  nephritis,  espLcially  inter- 
stitial nephritis;  in  arteriosclerosis;  in  certain  intoxications,' 
like  gout,  chronic  lead-poisoning,  and  uremia  ;  in  cerebral 
affections  irritating  the  vasonieter  centers,  such  as  apoplexy 
and  tumor ;  and  in  contraction  of  the  arterioles,  as  in  chills 
and  in  some  paroxysms  of  angina  pectoris. 

The  Low-teEsion  Pulse. — A  low-tension  pulse  is  one  that 
is  soft  and  compressible.  It  is  observed  in  many  conditions, 
notably  in  marked  cardiac  degeneration,  in  collapse,  in  low 
fevers,  and  in  states  of  great  exhaustion  and  depression. 

Venous  PiilBe.-=A  true  jugular  pulsation  occurs  in  tricuspid 
regurgitation.  A  venous  pulse  in  the  dorsum  of  the  hand 
may  be  due  to  forcible  propulsion  of  the  blood  througli  the 
capillaries,  as  in  compensated  aortic  regurgitation,  or  to  ex- 
treme relaxation  of  the  arterioles,  permitting  the  transmis- 
sion of  the  pulse-wave,  as  in  grave  anemia. 

Capillary  Pulae. — ^Tliis  may  be  detected  by  the  occurrence 
of  systolic  flushing  in  a  hyperemic  area  of  the  skin  (prefer- 
ably over  the  forehead)  caused  by  friction,  or  in  the  everted 
lip  which  has  been  somewhat  blanched  by  pressure  of  a 
glass  slide.  A  capillary  pulse  is  occasionally  observed  in 
aortic  recjurmtation,  in  L:ravc  anemia,  and  in  neurasthenia. 

Asymmetric  radial  pulses  may  result  from  :  (i)  Anomalies 
in  the  distribution,  size,  or  division  of  one  of  the  vessels. 
(3)  Aortic  aneurysm.  (3)  An  embolus  or  an  atheromatous 
plate  within  the  \^essel>  (4)  Fractures,  luxations, or  inflamma- 
tory exudations  causing  compression  of  the  vessel.  (5)  Com- 
pression of  one  vessel  by  tumors  witliin  or  without  the  thorax. 

••  Water-lianimer  Pulse"  (Corrigan's  Pulse). — This  pulse  is 
characterized  by  a  quick,  powerful  beat,  which  suddenly 
collapses  or  recedes.  The  peculiar  pulsation  may  be  dis- 
tinctly visible,  not  only  in  the  carotids,  but  throughout  the 
brachial  artery.  This  pulse  is  diagnostic  of  aortic  regurgi- 
tation during  the  period  of  compensation,  and  its  force  is  due 
to  the  excessive  ventricular  hypertrophy  and  to  the  large 
amount  of  blood  expelled  with  each  systole ;  its  sudden  re- 
cession is  due  to  the  incompetent  valves  failing  to  support 
the  column  of  blood  in  the  aorta. 
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PALPITATION, 

Definition, — A  rapid  and  tumultuous  action  of  the  heart 
perce[Jtible  t«>  the  patient.  Rapidity  not  perceptible  to  the 
patient  is  not  termed  palpitation. 

Etiology.^It  may  result  from:  (1)  Reflex  irritation,  as 
from  flatulent  distention  of  the  stomach,  (2)  Excitement, 
mental  or  physical.  (3)  Organic  heart  disease.  (4)  Ex- 
ophthalmic goiter.  (5)  Overwork,  as  in  the  "  irritable  heart  *' 
of  untrained  recruits,  (6)  Anemia.  (7)  Hysteria.  (8)  An 
independent  neurosis  (essential  paroxysmal  tachycardia), 

DROPSY, 

Definition. — An  unnatural  collection  of  serous  fluid  in 
the  tissues  or  cavities  of  the  body. 

Etiology, — Dropsy  may  result  from:  (i)  Chronic  vis- 
ceral affections  that  brinj^  about  venous  stasis,  as  chronic 
heart  disease,  cirrhosis  of  the  liver,  and  emphysema.  (2) 
Local  obstruction  to  the  venous  circulation  by  emboli, 
thrombi,  tumors,  etc.  (3)  Changes  in  the  composition  of 
tlie  blood,  as  in  anemia.  (4)  Increased  permeability  of  the 
capillary  walls,  as  in  Brighl's  disease.  (5)  Disturbed  inner* 
vation,  as  in  hysteria,  angioneurotic  edema,  and  neuritis. 

GENERAL  CYANOSIS- 

Definition.— Blueness  of  the  surface  from  insufficient  oxi- 
dation of  the  blood. 

Etiology, — Cyanosis  results  from:  (i)  Affections  pre- 
venting the  Irce  entrance  of  air  to  the  lungs,  as  in  laryngeal 
or  tracheal  stenosis,  asthma,  emphysema,  pneumonia ;  (2) 
obstruction  to  the  venous  return,  as  in  uncompensated  car- 
diac disease ;  (3)  congenital  heart  disease,  in  which  there  is 
venous  congestion  or  a  direct  admixture  of  arterial  with  ven- 
ous blood  ;  (4)  chronic  splenomegalic  polycythemia  (see  p» 
161);  (5)  conditions  associated  with  methemoglobinemia,  as 
acetanilid  or  antipyrin  poisoning. 
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DISEASES  OF  THE  PERICARDIUM. 

PERICARDITIS. 

Definition, — Inflammation  of  the  pericardium. 

Etiology.^ — (l)  It  is  usually  secondary  to  infectious  dis- 
eases, such  as  rheumatism,  chorea,  the  specific  fevers,  septi- 
cemia»  and  tuberculosis.  {2)  It  may  result  from  the  exten- 
sion  of  inflammation  from  the  pleura,  king,  esophagus,  or 
the  heart  itself.  (3)  It  may  be  due  to  traumatism.  It  occa- 
sionally occurs  in  Bright's  disease.  The  organisms  most 
commonly  found  in  the  exudate  are  the  streptococci,  staphy- 
lococci, pneumococci,  and  tubercle  bacilli. 

Pathology-^In  the  early  stages  the  membrane  is  red, 
sticky,  and  lusterless.  An  exudate  is  soon  formed,  which 
may  be  serofibrinous,  fibrinous,  or  purulent. 

In  the  serofibrinous  form  there  is  but  little  inflammatory 
lymphs  the  exudate  being  composed  mainly  of  straw-colored 
fluid  (from  a  few  ounces  to  two  pints  or  more),  which  in 
favorable  cases  is  gradually  absorbed. 

In  the  fibrinous  form  serum  is  scant.  The  membrane  is 
covered  with  a  butter-like  exudate,  which  subsequently  or- 
ganizes into  fibrous  tissue  and  unites  more  or  less  firmly  the 
pericardial  surfaces.  In  some  cases  the  development  of 
fibrous  pericarditis  is  insidious  and  unattended  by  any  acute 
symptoms.  The  adhesions  offer  resistance  to  the  ventricu- 
lar contractions,  and  ultimately  induce  hypertrophy  and  dila- 
tation of  the  heart. 

In  the  purulent  form  the  sac  may  contain  from  a  few  ounces 
to  two  or  three  pints  of  pus.  Death  usually  results,  but 
evacuation  of  the  pus  is  occasionally  followed  by  union  of 
the  pericardial  surfaces  and  slow  recovery. 

In  all  forms  of  pericarditis  the  myocardium  is  more  or 
less  inv^olved. 

Symptoms  of  Serofibrinous  Pericarditis. — The 
chief  symptoms  are  moderate  fever,  i>recordial  pain,  pal- 
pitation, dry  cough,  and  dyspnea.  The  pulse  is  at  first 
rapid  and  forcible ;  later,  weak  and  irregular. 

Fbysical  Bigns,— The  only  typical  sign  of  the  first  stage 
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(dry  pericarditis)  is  a  rough,  to-and-fro  friction  rub,  usually 
heard  best  at  the  fourth  left  intercostal  space,  and  not  trans- 
mitted beyond  the  precordiuni.  Pericardial  elTusion  is  mani- 
fested by  several  definite  signs. 

Inspection. — ^The  prccordium  may  bulge,  especially  in  chil- 
dren . 

Palpation, — A  friction  fremitus  is  occasit>naIly  felt.  The 
apex-beat  is  feeble  or  lost.  A  pulsation  is  sometimes  felt  in 
the  fourth  interspace  to  the  left  of  the  mammary  line. 

Percussion. — There  is  a  large  pyramidal  area  of  dulness, 
with  the  apex  directed  upward.  A  triangular  area  of  dul- 
ness in  ti\e  fifth  right  interspace  or  cardiohepatic  angle 
(Rotch's  sign)  is  a  trustworthy  sign.  A  dull  area  is  some- 
times detected  posteriorly  in  the  left  infrascapiilar  region. 

AiiScultatwH. —  The  heart-sounds  arc  indistinct  and  muffled. 
They  are  often  disproportionately  feeble  compared  with  the 
strength  of  the  pulse, 

Pnnilent  Pericarditis, — The  symptoms  are  those  of  sero- 
fibrinous pericarditis  plus  those  nf  sepsis — irregular  fever, 
chills,sweats,  pallor,  and  marked  leukocytosis.  Occasionally 
the  precordial  tissues  are  edematous.  It  may  be  necessary 
to  aspirate  in  doubtful  cases. 

Adherent  Pericardium^ — The  diagnosis  cannot  always  be 
made  during  life.  The  following  signs  are  suggestive : 
( I )  Enlargement  of  the  heart,  especially  of  the  right  ven- 
tricle ;  (2)  systolic  retraction  in  the  region  of  the  apex  and 
posteriorly  in  the  region  of  the  eleventh  and  twelfth  ribs 
(Broadbent's  sign);  (3)  collapse  of  the  cervical  veins  during 
diastole ;  (4)  fixation  of  the  apex-beat,  so  that  it  does  not 
move  with  respiration  or  change  in  posture;  (5)  the  pulsus 
paradoxus  (see  p.  173).  With  these  signs  there  are  often 
symptoms  of  heari-failure — dyspnea,  cyanosis,  edema,  and 
hepatic  enlargement. 

Diagnosis. — Acute  Endocarditia. — The  endocardial  mur- 
mur is  .soft,  not  harsh  ;  it  is  systolic  or  diastolic,  not  to  and 
fro ;  it  is  more  distant ;  it  is  heard  loudest  at  a  valve-point, 
not  at  the  base  of  the  heart ;  it  is  not  confined  to  the  pre- 
cordium,  and  is  not  followed  by  signs  of  effusion. 

04rdiac  hypertrophy  develops  slowly ;  the  impulse  is  pow- 
IJ 
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erful,  the  apex-beat  is  displaced  downward,  and  the  sounds 
are  loud. 

Cardiac  DUatation.— In  this  condition  the  area  of  dulness 
is  not  pyramidal  in  shape;  the  enlargement  is  chiefly  down- 
ward and  does  not  extend  beyonti  the  ai>ex-impulse,  as  in 
effusion  ;  tlic  impulse  is  usually  visible  and  undulator>' ;  the 
line  of  demarcation  between  flatness  and  pulmonary  resonance 
is  not  so  abrupt  as  in  effusion ;  and  the  sounds  are  usually 
clear  and  sharp. 

Prog:ilOSiS. — In  the  dry  and  serofibrinous  forms  the 
prognosis  is  good  under  favorable  conditions.  In  the  puru- 
lent form  the  outlook  is  extremely  grave.  The  fibrinous 
form,  though  not  immediately  fatal,  is  ver>'  serious  on  ac- 
count of  the  secondar}'  changes  that  it  induces  in  the  cardiac 
muscle. 

Treatment.— Absolute  rest  is  imperative.  Milk  is  the 
most  suitable  diet  Locally,  an  ice-bag  is  ser\"iceable. 
Leeching  is  beneficial  in  robust  subjects.  Blisters  are  useful 
when  there  is  great  pain.  Opium  is  often  necessary  to  secure 
rest  and  to  allay  pain.  If  heait-fiiiliire  occurs,  such  stimu- 
lants as  whisky,  str)'chnin,  digitalis,  and  caffein  must  be 
employed, 

Ptruardiai  /z^  if  sum. —\\' hen  the  effusion  is  serous,  ab- 
sorption may  be  aided  by  the  application  of  small  blisters, 
by  the  administration  of  diuretics. — infu.sion  of  digitalis, — 
and  by  the  administration  of  .saline  purges.  Potassium  iodid 
is  of  doubtful  efficacy.  Diaphoretics,  particularly  pilocarpin, 
should  not  be  used.  When  pressure  s>'mptoms  become 
urgent  or  the  effusion  does  not  yield  after  a  thorough  trial 
to  the  measures  just  mentioned,  paracentesis  should  be  per- 
formed. The  most  suitable  site  for  the  puncture  is  in  the 
left  fifth  intercostal  space,  about  an  inch  or  an  inch  and  a 
half  from  the  edge  of  the  sternum. 

In  pericarditis  with  purulent  effusion  the  indications  are  to 
incise  the  sac  and  to  afford  the  freest  possible  outlet  for  the 
pus.  The  mortality  of  incision  is  about  60  per  cent.  In 
adherent  pericardium  the  treatment  is  that  of  dilatation. 
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OTHER  AFFECTIONS  OF  THE  PERICARDIUM- 

Hydropericardium   f  dropsy  of  the   pericardium) 

results  from  one  of  the  causes  of  general  dropsy,  especially 
lieart  disease  or  nephritis.  The  physical  signs  are  those  of 
serofihrinous  [jerican litis  in  the  stage  of  effusion. 

Hemopericardimn  (blood  in  the  pericardium)  may 
result  from  traumatism,  the  rupture  oi  an  ancurjsm,  or  the 
rupture  of  the  lieart  itself.  In  cancerous  and  tuberculous 
pericarditis  the  serous  exudate  is  often  nnore  or  less  bloody. 

Pneumopericarditmi  (air  in  the  pericardium)  is 
very  rare.  It  may  result  fmm  traunialism  or  the  rupture  of 
a  neighboring  air-containing  organ.  Thus  it  may  be  pro- 
duced by  pneuniopyothorax,  a  phthisic  cavity,  or  ulceration 
of  the  esophagus  or  stomach. 


DISEASES  OF  THE   HEART, 

ENDOCARDITIS 

*Valvtilitis.» 

Definition. — Inflammation  of  the  lining  membrane  of 
the  heart.     The  process  is  usually  confined  to  the  valves. 

Varieties. — (i)  Simple,  benign,  or  verrucose  endocarditis. 
This  begins  as  an  acute  affection, but  usually  leads  to  chronic 
sclerotic  valvular  disease.  (2)  Ulcerative  or  malignant  endo- 
carditis. No  sharp  line,  cither  clinically  or  anatomically, 
can  be  drawn  between  this  and  simple  endocarditis.  The 
terms  ulcerative  and  malignant  are  used  to  designate  a  more 
intense  infection.  ( 3 )  Chronic  or  sclerotic  endocarditis.  This 
may  be  the  continuation  of  acute  endocarditis  or  it  may  be 
chronic  from  the  outset. 

Etiology. — Acutt'  I'ndotaniitis  usuall)'  results  from  acute 
articular  rheumatism,  one  of  tlie  infectious  fevers,  chorea,  or 
septicemia.  Gonorrhea,  tuberculosis,  and  Bright's  disease 
are  occasional  causes.  At  least  40  per  cent,  of  all  cases  of 
acute  articular  rheumatism  arc  complicated  with  endocarditis. 
The  young  are  more  Hablc  to  be  attacked  than  the  old. 
Sixty-two  of  73  fatal  cases  of  chorea  collected  by  Osier 
showed  endocarditis.  Of  the  infectious  fevers,  scarlatina 
and  pneumonia  are  most  prone  to  heart  complications. 
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The  ulcerative  type  is  prone  to  develop  on  valves  already 
the  seat  of  chronic  inflammation,  but  it  may  be  prima^>^  It 
generally  follows  septicemia,  pneumonia,  pneumococcus 
meningitis,  gonorrhea^  or  one  of  the  specific  fevers.  It  is 
very  rarely  clue  to  rheumatism  or  chorea.  The  micro- 
organisms most  frequently  detected  in  the  lesions  are  the 
staphylococcus,  streptococcus,  and  the  pneumococcus. 

Chronic  emiocardttis  may  be  congenital,  may  follow  an 
acute  attack,  or  may  result  directly  from  chronic  rheuma- 
tism, gout,  alcoholism,  syphilis,  or  chronic  nephritis.  Severe 
muscular  strain  sometimes  induces  it, 

Patliology.^ — Postnatal  endocarditis  most  commonly  in- 
volves the  valves  ol  the  left  side  of  the  heart.  Prenatal 
endocarditis  most  commonly  involves  the  valves  of  the  right 
side  of  the  heart. 

In  simple  endocarditis  the  surface  of  the  valve  becomes 
red,  swollen,  and  tusterless.  Later,  a  row  of  bead-like 
vegetations  (thrombi)  appears  along  the  line  of  maximum 
contact,  which  is  about  2  mm.  from  the  free  margin  of  the 
valve.  Microscopically,  the  cndotlielium  beneath  the  vege* 
tations  shows  evidence  of  necrosis,  and  the  adjacent  tissue,  a 
round-cell  infiltration.  The  vegetations  may  be  whipped 
off  by  the  blood-current  and  carried  to  distant  organs,  as  the 
brain,  kidney,  or  spleen  ;  but  in  the  vast  majority  of  cases,  if 
life  is  preserved,  they  are  transformed,  together  with  the  cell- 
ular exudate,  into  fibrous  tissue  (*/'/w//f  cndmardiiis)^\\\\\c\!i 
not  only  thickens  the  valves,  but,  by  contracting,  so  shortens 
and  distorts  them  that  they  are  rendered  in  one  instance 
obstructive  to  the  onward  flow  of  blood,  and  in  another  in- 
competent to  close  the  orifice  over  which  they  preside. 
Final!)',  retrograde  changes  ensue,  the  thickened  valves  be- 
coming fatty  and  calcareous. 

The  myocardium  is  probably  more  or  less  involved  in 
every  case  of  endocarditis. 

The  ulcerative  t>'pe  is  characterized  by  more  extensive 
necrosis,  the  development  of  ulcers,  and  the  passage  into  the 
circulation  of  septic  emboli. 

Symptoms  of  Acute  Simple  Endocarditis.— Sub- 
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jective  phenomena  are  often  absent,  and  auscultation  may 
furnish  the  only  indication  of  endocarditis — namely,  a  pro- 
longation of  the  heart -sound,  which  later  develops  into  a 
distinct  murmur 

In  many  cases  fever,  an  irregular  and  rapid  pulse,  palpita- 
tion, precordial  distress,  and  dyspnea  are  associated  symp- 
toms. 

Symptoms  of  Acute  Ulcerative  Btidocardltis* — 
The  general  ssnnptoms  may  resemble  those  of  septicemia  or 
typhoid  fever.  Thus,  there  may  be  moderately  high  and 
irregular  fever,  profuse  sweats,  chills,  leukocytosis,  delirium, 
and  stupor.     Diarrhea  is  not  uncommon. 

Cardiac  Sjrmptoms, — There  may  be  precordial  pain,  palpita- 
tion, dyspnea,  a  rapid  and  irregular  pulse,  and  a  murmur  at 
one  or  other  of  the  valve-points.  This  murmur  is  prone  to 
change  considerably  in  intensity  and  in  timbre  from  day  to 
day.  Occasionally  there  is  no  murmur  or  other  e\^dence 
of  cardiac  inflammation. 

3.  Embolic  SymptomB.^ — Embo!i  in  the  peripheral  vessels 
may  occasion  a  petechial  rasli ;  renal  embolism  may  occasion 
hematuria ;  splenic  embolism,  a  painful  enlargement  of  the 
spleen  ;  and  cerebral  embolism,  paralysis. 

Diagfttosis. — Typlioid  Fever.— The  gradual  onset,  the 
more  regular  fever,  the  abdominal  symptoms,  the  roseolar 
rash,  the  W'idal  reaction,  the  bronchial  catarrh,  the  early  en- 
largement of  tlie  spleen,  and  the  absence  of  leukocytosis  and 
of  embolic  phenomena  will  serve  to  separate  t>phoid  fever 
from  ulcerative  endocarditis. 

Malarial  Fever. — This  may  be  recognized  by  Uie  presence 
of  the  malarial  parasite  in  the  blood. 

Prognosis. — Acute  simple  endocarditis  does  not  often 
prove  fatal,  but  it  rarely  leaves  the  valve  undamaged.  Under 
favorable  conditions,  however,  compensator)'  hypertrophy  of 
the  heart  ensues  and  good  liealth  is  preserved  for  an  indefi- 
nite period.  Rapid  dilatation  of  the  heart  indicates  concur- 
rent myocarditis  and  is  a  serious  sign.  Ulcerative  endocarditis 
generally  proves  fatal  in  from  one  to  eight  weeks,  Occa- 
sionally the  disease  lasts  several  months. 

Treatment. — The  treatment   of   acute  endocarditis  is 
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mainly  that  of  the  causal  condition.  IVolon^ed  and  complete 
rest  is  of  the  j^^reatest  importance.  The  patient  should  be 
confined  to  bed  not  only  durin|r  the  attack,  but  for  several 
weeks  after  it  has  subsided,  in  order  to  allow  suflFicient  time 
for  the  damage  to  be  repaired  or  for  compensatory  hyper- 
trophy to  be  established. 

Externally,  an  ice-bag  is  often  useful  in  allayinjj  excitement 
of  the  heart.  Mild  mercurial  or  saline  aperients  may  be 
used  from  time  to  time  for  their  depurative  effect.  Digitalis 
may  be  of  .service  when  the  pulse  is  weak  and  irregular,  but 
generally  it  is  not  indicated.  Heart-failure  is  to  be  combated 
by  such  stimulants  as  alcohol,  ammonia,  strychnin,  and 
caffcin.  Repeated  vesication  and  the  prolonged  use  of 
potassium  iodid  have  been  warmly  advocated. 
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CHRONIC  VALVULAR  DISEASE. 

PERIOD  OF  COMPENSATION. 

Compensation  is  effected  by  an  increase  in  the  strength 
and  size  of  certain  cardiac  chambers  sufficient  to  enable  the 
arterial  system  to  receive  its  normal  supply  of  blood,  notwith- 
standing obstruction  or  regurgitation  at  one  or  more  of  the 
valves. 

The  duration  of  this  period  is  indefinite,  and  depends 
largely  on  the  amount  of  damage  sustained  by  the  heart  and 
the  hygienic  conditions  to  which  the  patient  is  subjected. 

During  perfect  compensation  endocarditis  is  indicated  by 
physical  signs,  symptoms  being  entirely  absent. 

Aortic  Stenosis  or  Aortic  Obstnietion.— Definition.— 
Obstruction  to  the  flow  of  blood  into  the  aorta  from  thicken- 
ing or  adhesion  of  the  aortic  segments.  Uncomplicated  aortic 
stenosis  is  a  rare  lesion.    It  occurs  usually  in  elderly  persons. 

Phyaic&l  Signs. — Inspection. — If  the  heart  is  strong,  the 
apex-beat  is  forcible  and  is  noted  downward  and  to  the  left. 

Palpatunt  confirms  inspection,  and  often  detects  a  systolic 
thrill  at  the  base  of  the  heart. 

Percussion  may  yield  an  increased  area  of  cardiac  dulness, 
especially  to  the  left. 

Auscultation. — There  is  a  harsh  systolic  murmur,  heard 
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in  the  second  right  intercostal  space,  and  transmitted  in 
the  large  vessels  of  the  neck.  The  aortic  second  sound  is 
often  inaudible  or  very  feeble. 

Pulst\ — The  pulse  is  apt  to  be  small  and  infrequent ;  the 
wave  is  long  and  slow  to  rise  (pulsus  hinius). 

Compensation. — From  obstruction  to  the  outflow  of  blood 
the  Itfft  ventricle  becomes  hypertrophied. 

Sequence. — Mitral  regurgitation.  Weakening  and  dilata- 
tion of  the  left  ventricle  prevent  perfect  closure  of  the  mi- 
tral orifice,  and  relative  insufficiency  results. 

Diagnosis. — The  harsliness  of  the  murmur,  weakness  of 
the  second  sound,  palpable  thrill,  enlargement  of  the  left 
ventricle,  and  especially  the  characteristic  pulse  will  serve 
to  distinguish  this  murmur  from  a  basilar  systolic  murmur 
caused  by  anemia  or  aortic  atheroma. 

Aortic  Insufficiency  or  Aortic  Regurgitation.^ — 
Definition. — Failure  of  the  aortic  valves  to  prevent  a  return 
of  blood  to  the  ventricle,  from  rupture  or  inflammatory 
contraction  of  the  segments,  or  from  dilatation  of  the  orifice. 
It  is  most  frequently  seen  In  middle-aged  men.  especially  in 
those  who   have  done  hard  manual  work. 

Physical  Signs. — Inspection. — ^The  apex-beat  is  forcible, 
and  displaced  downward  and  to  the  left.  There  is  often 
bulging  of  the  precordtum. 

Palpation. — This  confirms  inspection, 

Percusswn, — There  is  a  marked  increase  in  the  area  of 
cardiac  dulness,  especially  toward  the  left  and  downward. 

Auscultation. — There  is  a  diastolic  murmur,  heard  most 
distinctly  in  the  second  right  intercostal  space,  and  trans- 
mitted down  the  sternum  and  toward  the  apex.  A  pre- 
systolic murmur  (Flint  murmur)  is  sometimes  heard  at  the 
apex.  It  is  probably  due  to  the  impact  of  the  regurgitant 
stream  upon  the  anterior  mitral  leaflet. 

P}dsc, — The  arteries,  especially  the  carotids,  brachials,  and 
radials,  pulsate  visibly.  Palpation  detects  the  "  water-ham- 
mer **  or  Corrigan's  pulse — /,  t\,  a  short,  full,  and  receding 
pulse. 

The  extreme  cardiac  enlargement  makes  the  pulse  full, 
and  the  prompt  leakage  back   into  the  ventricle  makes  it 
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sFiort  and  receding.  Elevation  of  the  arm  during  palpation 
of  the  radial  artery  makes  this  pulse  more  apparent,  as  the 
position  favors  regurgitation.  A  capillary  pulse  is  sometimes 
present.  It  may  be  noted  at  the  root  of  the  finger-nail  by 
an  alternate  blushing  and  paling,  synchronous  with  the 
heart -beats. 

Compeasation, — Dilatation  and  hypertroph}-  of  the  left 
ventricle.  Dilatation  results  from  the  reception  of  such  a 
large,  quantity  of  blood  during  diastole,  and  hypertrophy 
follows  from  the  increased  effort  which  the  ventricle  must 
put  forth  in  cmptyijig   itself  of  this  extra  quantity  of  blood. 

This  extremely  dilated  and  hypertrophied  heart  has  been 
called  the  cor  bovinum,  or  ox-heart.   ' 

Sequence. — Mitral  regurgitation.  The  dilatation  and 
weakening  of  the  ventricle  prevent  perfect  closure  of  the 
mitral  orifice,  and   relative  insufficiency  results. 

Mitral  Stenosis  or  Mitral  Obstmction.— Definitioii. 
— Obstruction  to  tlie  flow  of  blood  through  the  mitral  orifice, 
from  thickening  or  adhesion  of  the  mitral  segments. 

It  is  usually  seen  in  early  life,  and  is  more  common  in 
females  than  in  males. 

Physical  Signs. — Inspection, — The  apex-beat  is  not  much 
displaced.  There  is  sometimes  bulging  over  the  lower  part 
of  the  sternum. 

Palpation. — There  is  a  rough  presystolic  thrill  near  the 
apex. 

Percussion. — The  area  of  dulness  is  increased  to  the  right 
of  the  sternum. 

Auscultation. — A  presystolic  murmur  is  heard  a  little 
within  the  apex,  and  is  not  transmitted.  This  murmur  is 
prolonged,  rough,  and  churning  in  character,  increases  in 
loudness  as  it  approaches  the  first  sound,  and  ends  in  an 
abrupt  systolic  shock.  The  pulmonic  second  sound  is 
accentuated. 

Pulse. — During  the  period  of  compensation  the  pulse 
is  small  and  regular.  After  failure  of  compensation  there 
is  often  extreme  irregularity,  both  in  force  and  in  rhythm. 

OompenBation. — From  obstruction  to  the  outflow  of  blood 
the  left   auricle  becomes  enlarged;    when  it  loses    power^ 
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the  blood  accumulates  in  the  lung,  and  to  overcome  this 
pulmonary  resistance  the  right  ventricle  becomes  hyper- 
trophjed. 

There  is  no  strain  on  the  left  ventricle,  and  hence  that 
chamber  is  not  enlarged. 

Seqaence. — Tricuspid  regurgitation.  Dilatation  of  the 
right  ventricle  prevents  perfect  closure  of  the  tricuspid 
orifice,  and  relative  insufficiency  results. 

Diagnosis. — The  loud  systolic  shock,  accentuation  of  the 
puhnonic  second  sound,  and  enlargement  of  the  right  ven- 
tricle will  serve  to  distinguish  this  murmur  from  the  Flint 
mtirnttfr  {sec  p.  1S3). 

Mitral  Insufficiency  or  Mitral  Regurgitation,-- 
Definition. — Imperfect  closure  of  the  mitral  orifice  from 
rupture  or  inflammatory  contraction  of  the  mitral  segments  ; 
or  from  dilatation  or  weakening  of  the  left  ventricle,  pre- 
venting perfect  coaptation  of  normal  valves.  Mitral  regur- 
gitation is  the  most  frequent  of  the  valvular  defects. 

Physical  Signs. — Inspection. — The  apex  is  usually  to  the 
left  and  downward.  There  may  be  bulging  of  the  precor- 
dium.     Palpaiioit  confirms  inspection. 

Percussion, — The  area  of  dulnessis  increased  transversely, 
especially  toward  the  right 

Auscultation. ^^\i^  murmur  is  systolic,  loudest  at  the 
apex,  and  transmitted  to  the  left  axilla  and  angle  of  the 
scapula.     The  pulmonic  second  sound  is  accentuated. 

Pulse, — During  the  period  of  compensation  the  pulse 
may  be  full  and  regular.  It  usually  becomes  quite  irreg- 
ular when  the  heart  weakens. 

Compensation.^ — The  left  auricle  enlarges  from  the  extra 
amount  of  blood  that  it  receives ;  when  it  weakens,  the 
lungs  become  congested  and  right  ventricular  hypertrophy 
follows. 

The  left  ventricle  also  becomes  hypertrophied.  from  its 
effort  to  move  the  large  quantity  of  blood  which  it  receives 
from  the  distended  auricle  during  each  diastole. 

Sequence. — Tricuspid  regurgitation.  Weakening  and  di- 
latation nf  the  right  ventricle  prevent  perfect  closure  of  the 
tricuspid  orifice. 
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Tricuspid   Stenosis  or  Tricuspid  Obstruction, — 

This  lesion  is  extremely  rare,  and  difficult  to  distinguisli 
from  mitral  stenosis,  with  which  it  is  usually  associated.  It 
gives  rise  to  a  transverse  enlargement  of  the  heart  and  a 
presystolic  murmur,  which  is  heard  loudest  over  the  base 
of  the  ensiform  cartil:iy;c. 

Tricuspid  Insufficiency  or  Tricuspid  Regurgita- 
tion.— Deinition. —  Imperfect  closure  of  the  tricuspid  orifice 
from  inflammatory  shortening  of  the  valves  ;  or,  more  com- 
monly, from  dilatation  of  the  right  ventricle  secondary  to 
mitral  disease  or  to  chronic  lung  disease. 

Physical  Signs. — ^The  characteristic  signs  are  enlargement 
of  the  heart,  especially  to  the  right  of  the  sternum  ;  a  sys- 
tolic murmur,  loudest  over  the  lower  portion  of  the  ster- 
num; a  systolic  pulse  in  the  jugular  veins  and  in  the  liver. 

Pulmonary  Stenosis  or  Pulmonary  Obstruction.— 
This  very  rare  lesion  is  always  congenitaL  It  may  be  sus- 
pected when  there  are  marked  enlargement  of  the  right 
ventricle,  a  systoh'c  murmur  in  the  second  left  intercostal 
space  which  is  not  transmitted  into  the  vessels  of  the  neck, 
a  systolic  thrill  in  the  same  area»  and  persistant  cyanosis. 

Pulmonary  Insufficiency  or  Pulmonary  Regurgi- 
tation,—This  is  very  rare,  and  is  usually  congenital.  It  pro- 
duces a  diastolic  murmur  in  the  second  left  intercostal  space. 

PERIOD  OF  BROKEN  COMPENSATION. 

Broken  compensation  usually  results  from  :  (i)  Increasing 
damage  to  the  valves ;  (2)  senility^  leading  to  arterial  and  car- 
diac degeneration ;  (3)  some  intercurrent  disease,  throwing 
additional  strain  on  the  heart;  or  (4)  undue  physical  exertion. 

During  this  period  subjective  symptoms  appear.  In  car- 
diac insufficiency,  no  matter  what  the  original  valvular  lesion 
may  have  been,  the  heart  becomes  unable  to  fill  the  arte- 
ries, and  the  blood  is  dammed  back  in  the  lungs,  and  venous 
conq;cstioii  of  the  organs  follows. 

Sjnnptoms.— Pulmonary  congestion  produces  dyspnea, 
hemopt>'sis,  and  often  chronic  bronchial  catarrh  with  cough 
and  expectoration. 

Hepatic,  stomachic,  and  intestinal   congestion   produces 
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dyspepsia.  Renal  congestion  produces  scanty,  albuminous 
Itrinc,  and  later  nephritis. 

General  venous  cun^estion  produces  cyanosis  and  dropsy. 
The  latter  is  first  noted  in  the  feet. 

Disturbances  of  the  cerebral  circulation  produce  head- 
ache, vertigo,  anrf  syncopal  attacks. 

In  aortic  disease,  especially  aortic  stenosis,  cerebral  symp- 
toms are  often  marked.  In  mitral  disease  pulmonary  symp- 
toms are  usually  marked. 

Prognosis  of  Chronic  Valvular  Aflfections,^!  he 

extent  of  damage  can  never  be  accurately  determined  by 
the  quality  or  intensity  of  the  murmur. 

All  things  being  equal,  the  following  is  probably  the 
order  of  gravity  of  the  various  valvular  lesions:  (i)  Tricus- 
pid regurgitation  ;  (2)  aortic  regurgitation  ;  (3)  mitral  steno- 
sis ;  (4)  aortic  stenosis;  and  (5)  mitra!  regurgitation.  Sudder. 
death  is  rare,  except  in  aortic  regurgitation. 

The  following  conditions  arc  unfavorable:  Early  chilu* 
hoocJ^  advanced  years,  distinct  liability  to  recurring  attack?* 
of  rheumatism,  great  cardiac  enlargement,  irregular  heart- 
action,  symptoms  of  pulmonary,  gastric,  and  renal  conges- 
tion, and  poor  hygienic  surroundings. 

In  proportion  to  the  absence  of  these  conditions  the 
prognosis  becomes  favorable.  In  many  cases  life  is  not 
materially  shortened. 

Treatment. — When  compensation  is  well  maintained, 
the  treatment  should  be  purely  hygienic. 

Stage  of  Broken  Compensation. — Absolute  rest  is  the  most 
important  element  in  the  treatment.  The  diet  should  be 
nutritious  but  readily  digestible.  In  some  cases  it  may  be 
well  to  restrict  the  diet  for  a  time  to  milk,  giving  3  or  4 
ounces  ever\''  two  hours.  The  most  reliable  cardiac  stimu- 
lant is  digitalis  (10  to  20  minims  of  the  tincture  two  or  three 
times  a  day).  It  may  be  given  in  any  form  of  valvular  dis- 
ease when  there  are  dyspnea,  edema,  deficient  urination, 
and  a  frequent,  weak,  irregular  pulse.  Strophanthus,  spar- 
teine and  caffein  sometimes  succeed  when  digitalis  fails. 
Strychnin  is  the  most  valuable  adjuvant  to  digitalis,  espe- 
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dally  when  there  are  degenerative  changes  in  the  heart* 
Mercurial  and  saline  aperients  are  useful  in  lowering  venous 
tension,  and  without  their  aid  digitalis  may  fail  When  the 
right  ventricle  is  greatly  overdistended  and  cyanosis  is 
marked,  venesection  to  the  extent  of  a  pint  or  more  may 
prove  life-saving*  Iron  and  arsenic  are, very  serviceable 
when  there  is  anemia.  They  may  sometimes  be  combined 
advantageously  with  digitalis  and  strychnin,  as  in  the  follow- 
ing pill : 

B'     AfS'  ni  trioxidi      . gf-  J 

Ma.s<;e  ferri  carbonatis gr.  xx 

Slrycbiuna;  >ulphalis gr.  Ss 

Pulvem  digrlalis ,    .    .  gr.  x-xx. — M. 

Fianl  pitulie  No.  xx. 

Sjc. — One  pill  after  cneals. 

Special  Symptoms. — Dropsy, — ^The  most  useful  measures 
are  hydragogue  cathartics  (salines  in  concentrated  solution  ; 
compound  jalap  powder,  30  to  40  grains;  and  elaterium, 
\  grain);  diuretics  (digitalis,  cafifein,  vegetable  salts  of  potas- 
sium) ;  the  application  of  smooth,  firm  bandages  to  the  limbs  ; 
the  introduction  of  fine  silver  cannuIae(Southey's  tubes),  and 
incisions  behind  the  ankles. 

Dyspnea  may  yield  to  cupping,  sinapisms,  the  administra- 
tion of  Hoffmann's  anodyne,  and,  in  cases  of  high  arterial 
tension,  to  nitrites.  Morphin  is  especially  useful  in  relieving 
nocturnal  dyspnea. 

Resikssness  ami  Insomnia. — On  the  whole,  morphin 
(i  grain)  with  atropin  {^\-^  grain)  is  the  best  sedative.  Tri- 
onal,  bromids,  and  chloralamid  are  worthy  of  confidence. 

Pain. — ^Temporary  oppression  is  often  relieved  by  warm 
or  cold  applications  and  the  administration  of  Hoffmann's 
anodyne.  Severe  continuous  pain  may  yield  to  leeching  or 
blistering.  In  anginoid  pains  nitrites  and  potassium  iodid 
are  often  efficacious. 

Sudden  ht art-fail ure  must  be  met  by  the  administration 
of  diffusible  stimulants,  such  as  ammonia,  whisky,  and  ether. 
The  application  of  heat  to  the  precordium  is  useful. 
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ENLARGEMENT  OF   THE  HEART. 

Varieties. — (i)  Simple  Hypertrophy, — The  muscle  of  the 
heart  is  increased  in  thickness^  but  the  cavities  are  of  normal 
size. 

(2)  Eccentric  Hypertrophy  { Hypertrophy  with  Dilatation), — 
The  muscle  is  thickened  and  the  cavities  are  increased  in 
size, 

(3)  Simple  Dilatation. — The  muscle  is  thinned  and  the 
cavities  are  increased  in  size. 

%\\o\q^ ,— Hypertrophy  is  always  tlie  result  of  increased 
demands  upon  the  functions  of  the  heart.  Thus,  it  may  be 
due  to — ^(i)  Valvular  disease;  (2)  abnormal  resistance  in 
the  peripheral  circulation,  as  in  arteriosclerosis  and  chronic 
Bright's  disease  (left  ventricle);  (3)  abnormal  resistance  in 
the  pulmonary  circulation,  as  in  emphysema  and  cirrhosis 
of  the  lung  (right  ventricle) ;  (4)  prolonged  exertion,  as  in 
athletes;  (5)  long-continued  palpitation  or  tachycardia,  as  in 
exophthalmic  goiter  or  tobacco  heart ;  (6I  interference  with 
the  ventricular  contractions  by  pericardial  adhesions. 

Dilatation  of  the  luart  results  from  the  same  causes.  It 
is  more  apt  to  occur  than  hypertrophy  when  the  demands 
are  sudden  and  severe,  or  when  they  fall  upon  a  heart  the 
walls  of  which  are  already  degenerated. 

Pathology. —  In  hypertrophy  the  muscle  of  the  heart  is 
firm  and  of  a  dark-red  color.  The  normal  weight  (8  or  9 
ounces)  may  be  doubled  or  trebled.  When  the  left  ventricle 
is  chiefly  involved,  the  organ  is  increased  in  length.  When 
the  right  ventricle  Is  chiefly  involved,  the  organ  becomes 
more  globular.  Microscopically,  the  fibers  are  increased  in 
size  and  in  number. 

In  dtiatation  the  heart  muscle  is  softer,  more  flabby,  and 
often  lighter  in  color  from  degenerative  changes. 

Symptoms. — Hypertrophy, — Unless  the  hypertrophy  is 
more  than  compensator>\  no  symptoms  result.  Excessive 
hypertrophy  may  give  rise  to  precordial  distress  and  symp- 
toms of  cerebral  hypjeremia — headache,  tinnitus  aurium, 
flashes  of  light,  etc. — and  the  following  physical  signs : 
bulging  of  the  precordium,  a  heaving  impulse,  displacement 
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of  Uie  apex-beat  downward  and  to  the  left,  an  increase  in 
the  area  of  cardiac  dulness,  a  loud,  booming  first  sound, 
accentuation  of  the  aortic  second  sound  or  of  the  pufmonic 
second  sound,  according  as  the  hypertrophy  involves  the 
left  or  right  ventricle,  and  a  strong,  full  pulse. 

Dilatiitiofi  also  gives  signs  of  cardiac  enlargement,  but  the 
impulse  is  feeble  or  imperceptible,  the  first  sound  is  short 
and  weak  (clicking),  the  pulse  is  rapid  and  feeble,  and  often 
irregular  or  intermittent,  and  usually  there  are  symptoms  of 
venous  congestion — dyspnea,  cough,  edema,  flatulent  dys- 
pepsia, and  deficient  urination.  Soft  systolic  murmurs,  the 
result  of  relative  mitral  or  tricuspid  insufficiency,  may  be 
heard. 

Treatment.^ In  hypirtrophy  treatment  is  rarely  called 
for.  Mercurial  and  saline  aperients  are  useful  in  lowering 
arterial  tension.  Aconite  may  be  used  cautiously.  The 
cerebral  .symptoms  will  generally  \  icld  to  bromids  or  to 
vasodilators,  like  the  nitrites. 

The  treatment  of  dilatation  is  for  the  most  part  that  of 
valvular  disease  in  the  stage  of  broken  com|)ensation.  Digi- 
talis, strophanthus,  and  strychnin  are  the  most  reliable 
remedies  in  chronic  cases.  In  acute  cases  diffusible  stimu- 
lants—alcohol, ether,  ammonia — will  be  required.  When 
the  right  heart  is  especially  embarrassed  and  there  is  or- 
thopnea with  cyanosis,  venesection  is  often  of  the  greatest 
value. 

ACUTE  MYOCARDITIS 

Definition.— ^Acute  inflammation  of  the  heart  muscle. 

Etiology, — It  results  from  the  same  causes  as  acute 
endocarditis, 

Pathologfy*  — It  is  usually  associated  with  endocarditis 
or  pericartlitis.  Occasionally  the  Vnyocardium  is  the  only 
part  of  the  heart  affected.  The  inflammator)*  process  is 
always  accompanied  with  more  or  less  parench>'matous  or 
fatty  changes  in  the  muscle-fibers.  The  essential  lesion  is 
the  infiltration  of  the  interstitial  tissue  with  round  cells. 

Symptoms. — The  symptoms  are  often  masked  by  the 
primar)'  disease.     Dyspnea,  precordial  distress,  palpitation, 


4 


I 


CHRONIC  MYOCARDIAL  DISEASE. 


191 


pallor,  a  feeble  impulse,  a  rapid,  weak,  irregular,  and  un- 
stible  pulse,  and  mufflinfj  of  the  heart-sounds  may  suggest 
the  condition.      The  heart  may  or  may  not  be  dilated. 

Treatment- — The  treatment  is  that  of  acute  endocarditis. 
Cardiac  stimulants — str^xhnin,  alcohol,  ammonia,  camphor, 
and  caffein — are  indicatetl 
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The  chief  chronic  affeclions  of  tlie  myocardium  are  fatty 
infiltration,  fatty  dej^^eneration,  and  fibroid  induration  (chronic 
interstitial  myocarditis). 

Fatty  Infiltration.— This  consists  in  an  excess  of  the  fat 
which  is  normally  present  in  variable  amounts  beneath  the 
epicardium,  especially  along  the  blood-vessels  and  in  the 
grooves.  In  advanced  cases  the  fat  is  also  found  between 
the  muscle-fibers.  The  latter  may  remain  normal  for  a  long 
|>eriod,  but  ultimately,  owing  to  compression,  they  undergo 
atrophy  and  fatty  degeneration.  Fatty  infiltration  results 
from  the  causes  which  lead  to  general  obesity.  Thus,  it  may 
be  induced  by  an  hereditary  tendency,  by  overeating  and 
drinking,  and  by  sedentar}^  habits. 

Fatty  Degeneration. — This  is  a  degeneration  of  the  mus- 
cle-fibers  themselves,  with  the  formation  of  fat.  It  is  fre- 
quently due  to  local  anemia  from  sclerosis  of  the  coronary 
arteries ;  it  follows  hyTx^rtrophy  in  valvular  disease ;  it  is  a 
common  result  of  malnutrition  from  old  age,  wasting  dis- 
eases, or  grave  anemia  ;  it  is  associated  with  parenchv'matous 
degeneration  (cloudy  swelling)  in  severe  infections  ;  it  occurs 
also  in  acute  mineral  poisoning,  as  by  phosphorus,  antimony, 
or  arsenic. 

The  muscle  of  the  heart  is  pale,  soft,  and  flabby,  and  feels 
greasy  to  the  touch.  Microscopically,  the  fibers  are  found 
filled  with  small,  dark  fat-granules. 

Fibroid  Induration, — This  is  met  with  as  a  replacement 
fibrosis  secondar)'  to  sclerosis  of  the  coronar\^  arteries.  It 
may  be  secondary^,  however,  to  chronic  endocarditis  or  peri- 
carditis. The  indirect  causes  are  old  age,  gout,  alcoholism, 
syphilis,  and  rheumatism. 
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Symptoms  of  Fatty  Infiltration. — In  fatty  infiltration 
symptoms  are  not  marked  unless  the  muscle-fibers  them- 
selves are  affected.  It  may  be  suspected  in  an  obese  sub- 
ject, when  the  only  symptoms  present  are  dyspnea  on 
exertion,  palpitation,  weak  heart-sounds,  and  a  feeble  but 
rei^ular  pulse. 

Symptoms  of  Fatty  Degeneration  and  of  Fibroid 
Induration. —  I  hese  two  conditions  cannot  be  differentiated 
clinically.  Ihc  symptoms  are  very  variable.  There  is  often  a 
scftst'  of  oppnsstuft  or  discoinfort  in  the  region  of  the  heart. 
Attacks  of  angina  pectoris  may  occur.  Dyspnea  is  rarely 
absent.  Toward  the  end  CheynC'Stokes  breathing  may  de- 
velop. The  pidu  is  usually  ivcak  and  irregular,  both  in 
force  and  in  rhythm  ;  sometimes  it  is  intermittent,  and  occa- 
sionally it  is  extremely  slow  (40  or  50  a  minute).  The  first 
sound  of  the  heart  is  feeble  and  muffed ;  the  second  aortic 
sound  is  often  relatively  accentuated.  The  heart  is  not  neces- 
sarily enlarged.  There  may  be  no  murmurs,  but  a  systolic 
murmur  is  often  heard  at  the  apex  in  consequence  of  relaxa- 
tion of  the  mitral  sphincter.  There  may  be  edema  of  the  feet, 
and  even  anasarca.  /Yogressi^r  teeakness  and  pallor  often 
develop  from  increased  venous  tension  and  interference  with 
absorption.  Attacks  of  asystole  (orthopnea,  cyanosis,  pul- 
monary edema,  and  delirium  cordis)  are  occasionally  ob- 
served. In  rare  instances  the  .^dams-Stolrs  syndrome  (infre- 
qucncy  of  pulse  with  syncopal,  epileptiform,  or  vertii,nnous 
attacks)  is  present. 

The  history,  age  of  the  patient,  and  eonditionofthe  arteries 
must  also  be  considered  in  making  the  diat^nosis. 

Prognosis. — Serious.  Sudden  death  ma)^  occur  at  any 
time. 

Treatment  of  Fatty  and  Fibroid  Heart.— Laborious 
work,  mental  strain,  and  excitement  should  be  avoided,  as  fai 
as  possible.  The  diet  should  be  simple  and  easily  digestible. 
When  the  pathologic  changes  are  not  far  advanced,  and  par- 
ticularly if  they  consist  in  fatty  overgrowth  rather  than  in  de- 
generation of  the  muscle-fibers,  graduated  exercise,  coupled 
with  warm  saline  baths,  as  in  the  well-known  Nauheim  treat- 
ment, may  be  very  efficacious.  Constipation  must  be  relieved. 
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As  to  special  treatment,  strychnin  (^  to  ^  grain  thrice 
daily)  is  the  most  generally  useful  drug.  When  there  is 
anemia,  iron  and  arsenic  are  excellent  adjuvants.  Nitrites 
are  beneficial  in  casfs  with  high  arterial  tension,  anginoid 
pains,  or  cardiac  asthma.  Digitalis  is  semceable  in  some 
cases ;  it  should  be  given  cautiously,  however,  and  in 
small  doses, 

ANGINA  PECTORIS. 
(Neurali^a  of  tlie  Heart;  Stenocardia.) 

Definition. — A  symptomatic  affection  most  commonly 
associated  with  occlusion  of  the  corona r>'  arteries  and  de- 
generation of  the  myocardium,  and  characterized  by  severe 
paroxysmal  pain  In  the  region  of  the  heart  and  a  sense  of 
imminent  death. 

Etiology. — It  usually  develops  after  middle  life,  and  is 
ver>'  much  more  common  in  men  than  in  women.  The  pre- 
disposing causes  are  those  of  arteriosclerosis — i,  r.,  alcohol- 
ism, gout,  and  syphilis.  In  some  instances  an  hereditary 
tendency  has  been  noted,  and  not  infrequently  the  attacks 
have  been  preceded  by  prolonged  mental  anxiety. 

A  false  angina  (/ji7///£/-rf//^^/>/rf/<d7<:'r/j)  is  sometimes  asso- 
ciated with  hysteria,  or  the  excessive  use  of  tobacco, 

Patholo^* — Obstruction  of  the  coronary  arteries  from 
atheroma,  thrombosis,  or  embolism,  with  resultant  degenera- 
tion of  the  myocardium,  is  the  condition  usually  found  after 
death.  Occasionally,  typical  attacks  occur  in  lesions  of  the 
aortic  valve,  especially  insufficiency,  and  in  aortic  aneur)'sm. 

S3rffiptoins. — ^The  attacks  are  usually  excited  by  strong 
emotion,  muscular  effort,  or  flatulent  indigestion,  and  are 
characterized  by  agonizing  pain,  radiating  from  the  heart 
to  the  shoulder  and  arm  (usually  the  left),  a  sense  of  im- 
pending death,  immobility  of  the  body,  dyspnea,  and  a  pale, 
anxious  face.  The  pulse  is  very  variable.  The  attacks  last 
from  a  few  seconds  to  several  minutes.  Death  may  occur 
in  the  first  attack,  or  there  may  be  recurring  attacks  over  a 
period  of  many  years. 

Hysteric  Angina. — This  neurosis  is  seen  chiefly  in  women, 
whereas  true  angina  is  very  rare  in  women ;  there  is  no  cvi- 
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dence  of  organic  heart  disease ;  the  attack  is  longer  in 
duration  ;  there  is  no  immobility  of  the  body  ;  emotional 
outbreaks,  such  as  moaning  and  crying,  are  common,  and 
vasomotor  phenomena  are  often  pronounced. 

Qaatralgia. — The  pain  ts  apt  to  appear  u  hen  the  stomach 
is  empty,  and  is  reUeved  by  stimulating  food ;  it  does  not 
radiate  to  the  shoulder  and  arm  ;  there  is  no  sense  of  im- 
pending death,  no  fixation  of  the  body,  and  no  evidence  of 
structural  heart  disease. 

PTOg"nOBiS*-=Grave.  Sudden  death  may  occur  at  any 
time.     In  false  angina  the  prognosis  is  favorable. 

Treatment, — The  general  treatment  is  that  of  chronic 
myocardial  disease.  The  most  valuable  special  remedies,  in 
the  order  of  their  efficacy,  are  the  nitrites,  iodids,  and  arsenic. 

The  Attack. — No  drug  is  so  generally  useful  as  amyl  ni- 
trite (3  to  5  minims  on  a  handkerchief).  Marked  flatulency 
should  be  met  by  the  prompt  administration  of  Hoffmann's 
anodyne  or  spirit  of  mint.  When  the  attacks  are  severe  and 
prolonged,  morphin  {\  to  \  grain)  should  be  given  hypoder- 
mically.  When  these  remedies  fail,  recourse  should  be  had 
to  chloroform  inhalations.  The  application  of  heat  to  the 
prccordiom  is  useful.  Cardiac  depression  following  the 
seizures  should  be  combated  by  strychnin,  ammonia^  cam- 
phor, or  ether. 


DISEASES  OF  THE  ARTERIES. 
ANEURYSM  OF  THE  AORTA. 

Definition. —A  more  or  less  localiz'jd  dilatation  of  the 
aorta. 

Etiology. — The  predisposing  causes  are  those  of  arterio- 
sclerosis— sy^philis,  alcoholism,  gout,  rheumatism,  lead- 
poisoning,  and  nephritis.  Of  these,  syphilis  is  by  far  the 
most  potent  factor.  Immoderate  physical  exertion  is  the 
most  common  exciting  cause.  More  than  80  per  cent,  of 
all  caees  occur  in  males.  It  is  most  frequent  between  the 
ages  of  thirty  and  fifty. 

Pathology.— Aneurysms  are  divided,  according  to  shape. 
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mto /tisiform,  saccular,  and  cylindrk  forms.  Rupture  of  the 
intima,  with  the  passage  of  blood  between  the  outer  tunics, 
constitutes  a  dissecting^  antunsm.  A  fu/st'  afuunsm  is  one 
in  which  all  the  tunics  are  ruptured  and  the  extravasated 
blood  is  circumscribed  by  the  surrounding  tissues. 

The  adventitia  and  intima  are  much  thickened,  while  the 
media  is  thinned  or  deficient.  Fibrinous  deposits  are  usually 
found  in  the  interior  of  the  sac,  especially  in  the  saccular  and 
fusiform  varieties. 

The  arch  of  the  aorta  is  the  most  common  seat.  About  5 
per  cent,  of  aortic  aneurysms  are  abdominal. 


THORAaC  ANEURYSM. 

Physical  Signs. — Iftspcction  may  reveal  a  circum- 
scribed bulging  and  an  abnormal  area  of  pulsation.  Dilata- 
tion of  the  superficial  veins  may  also  be  noted,  and  in 
advanced  cases  the  skin  over  the  prominence  may  be  red 
and  glossy. 

Palpation, — This  may  detect  an  expansile  pulsation,  a 
systolic  thrill,  and  a  diastolic  shock  from  the  recoil  of  the 
blood  in  the  sac. 

In  aneuiysm  of  the  transverse  arch  a  downward  twg  of 
the  trachea  is  sometimes  felt  when  the  head  is  thrown  back 
and  the  cricoid  cartilage  is  grasped  between  the  fingers  and 
thumb. 

Percussion  may  reveal  an  abnormal  area  of  dulness  with 
increased  resistance. 

Auscultation. — Unless  the  sac  contains  too  much  fibrin, 
the  ear  may  detect  marked  accentuation  of  the  diastolic 
sound  and  a  systolic  murmur  or  bruit. 

Radioscopy  may  demonstrate  a  shadow  corresponding  to 
the  location  of  the  aneurysmal  sac. 

Pulse, — There  may  be  inequality  of  the  radial  pulses^ 
owing  to  partial  blocking  of  a  main  arterial  branch  or  to 
pressure  on  the  innominate  or  one  of  the  subclavian  arteries 
by  the  sac  itself 

Preflsure  Effects. — Dyspnea  with  stridulous  inspiration  may 
result  from  pressure  on  the  trachea  or  a  bronchus.     Parox- 
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ysmal  croupy  cough  may  be  excited  by  pressure  on  the 
trachea  or  recurrent  laryng^eal  nerve.  Aphonia  may  also 
result  from  pressure  on  the  recurrent  lar>'ngeal  nerve* 
Dysphagia  may  result  from  pressure  on  the  esophagus, 
Patn  of  a  boring  or  lancinating  character  may  arise  from 
pressure  on  neighboring  nerve-trunks  or  bones.  Dilatation 
or  contraction  of  one  pupil  and  unilateral  sweating  may  be 
excited  by  pressure  on  the  sympathetic. 

Edema  and  cyanosis  of  the  one  arm  and  shoulder  may 
follow  pressure  on  the  large  venous  trunks. 

Diagnosis. — Mediastinal  tumor  may  simulate  aneurysm, 
but  in  the  former  ihu  pulstition  is  not  expansile,  there  is  no 
diastolic  shock,  the  tracheal  tug  is  usually  absent,  and  there 
may  be  cachexia,  enlargement  of  superficial  glands,  and 
leukocytosis. 

FulsatiBg  Empyema, — A  left-sided  purulent  effusfon  may 
transmit  a  cardiac  pulsation,  but  there  is  no  diastolic  shock, 
no  thrill,  and  no  nnirmur.  The  history,  moreover,  will 
usually  suggest  pleurisy. 

Aortic  Stenosis. — In  this  condition  there  are  no  evidences 
of  a  tumor,  no  pressure  symptoms,  and  no  changes  in  the 
pulses. 

Prognosis. — Grave.  Death  usually  occurs  in  from  one 
to  two  years  from  rupture,  asphyxia,  exhaustion,  cerebral 
embolism,  or  inflammation  of  a  lung  {"  aneur>^smal  phthisis  "). 
Rupture  may  take  place  into  the  trachea,  a  bronchus,  the 
esophagus,  lung,  pleura,  or  pericardium,  or  externally.  In 
rare  instances  recovery  follows  from  clot-formation. 

Treatment. — The  treatment  commonly  employed  is  a 
mollification  of  Tufnell's  method,  and  consists  in  absolute 
rest  in  bed  for  a  period  of  six  or  eight  weeks,  a  compara- 
tively dry  diet,  and  the  administration  of  potassium  iodid 
(id  to  20  grains  thrice  daily).  For  severe  pain  the  most 
effective  measures  are  the  application  of  an  ice-bag  and  the 
administration  o{  nitroglycerin  or  morphin.  When  there  is 
marked  dyspnea  with  cyanosis,  venesection  may  afford  prompt 
relief.  Attempts  have  been  made  to  favor  coagulation  by 
injecting  gelatin  (lOO  c.c.  of  a  5  per  cent,  sterilized  solution) 
subcutaneously,  or  by  inserting  into  the  sac  fine  gold  wire 
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and  passing  through    the  wire  a  strong  galvanic  current 
(Moore-Corradi  treatment). 

ANEURYSM  OF  THE  ABDOMINAL  AORTA. 

Seat. — 1 1  i^  nio-st  frequently  located  near  the  celiac  axis. 

Symptoms* — It  may  be  recognized  by  sharp  pain  in  the 
back,  radiating  along  the  spinal  nerves,  by  a  delay  in  the 
femoral  pulse,  by  gastro-intestiiial  symptoms,  and  by  phy- 
sical signs  similar  to  those  of  thoracic  aneurysm. 

Diagnosis. — An  abdominal  tumor  may  receive  a  pulsa- 
tion from  the  aorta  and  simuLite  aneurysm,  but  in  the 
former  the  pulsation  is  not  expansile,  and  is  frequently  lost 
when  the  patient  is  placed  in  the  knee-breast  posture. 

Expansile  Abdominal  Aorta. — ^This  is  most  frequently  seeni 
in  women,  in  whom  abdominal  aneurysm  is  vcvy  rare;  the 
pulsation  is  often  paroxysmal ;  there  is  no  distinct  tumor, 
and  there  are  no  pressure  synif>toms. 

Prognosis. — Very  grave.  Death  usually  results  from 
rupture.  Occasionally  the  fatal  issue  is  effected  through 
erosion  of  the  vertebrse  and  paraplegia,  or  through  embol- 
ism of  the  superior  mesenteric  artery. 

Treatment, — Same  as  in  thoracic  aneurysm. 

^  ^  ^  ARTERIOSCLEROSIS.     W^iX.^ 
(Atheroma;  Chronic  Endarteritis.l 

Definition. — A  circumscribed  or  dift'use  thickening  of 
the  arterial  walls,  especially  of  the  intima,  secondary  to  cer- 
tain defjenerativc  changes  in  the  media. 

Etiology* — It  is  a  natural  accompaniment  of  old  age. 
The  causes  that  favor  its  early  development  are  alcoholism, 
syphilis,  gout,  Bright's  disease,  rheumatism,  chronic  lead* 
poi'<onin^^  and  excessive  muscular  strain. 

Pathology, — ^Thc  arteries  are  thickened,  tortuous,  and 
rigid.  The  intima  of  the  large  vessels  reveals  roughened 
and  opaque  areas  that  may  be  the  seat  of  calcareous  de- 
p>osits.  In  extreme  cases  there  may  be  spots  of  necrotic' 
softening  in  the  subendothelial  tissue,  forming  so-called 
'•  atheromatous  abscesses." 
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Microscopically,  the  muscular  fibers  of  the  media  are  atro- 
phied and  the  seat  of  fatty  degeneration  or  calcification.  In 
the  intima  there  is  marked  hyperplasia  of  the  subendothe- 
lial  connective  tissue,  the  cells  of  which  may  be  the  seat  of 
hyaline,  fatty,  or  calcareous  degeneration.  The  adventitia  is 
also  the  seat  of  connective-tissue  overgrowth. 

Symptoms. — These  vary  with  extent  and  distribution  of 
the  sclerosis.  When  the  process  is  general,  it  may  be  rec- 
ognized by  rigidity  of  the  peripheral  vessels,  a  sluggish, 
high-tension  pulse,  accentuation  of  the  second  aortic  sound, 
and  enlargement  of  the  left  ventricle. 

When  the  coronary  arteries  are  especially  involved,  the 
symptoms  of  chronic  myocardial  disease  appear.  When  the 
renal  vessels  are  especially  affected,  there  may  be  symptoms 
of  chronic  interstitial  nephritis.  Involvement  of  the  cerebral 
arteries  may  be  indicated  by  headache,  vertigo,  insomnia, 
mental  sluggishness,  and,  perhaps,  transient  paralysis. 

Sequels. — Cerebral  hemorrhage  or  thrombosis,  chronic 
myocardial  disease,  angina  pectoris,  interstitial  nephritis, 
aneurysm,  and  gangrene  of  the  extremities. 

Treatment. — Treatment  should  be  directed  to  the  under- 
lying diathesis.  Alcohol  should  be  forbidden.  Overexer- 
tion, both  mental  and  physical,  is  injurious.  Gentle  exercise 
in  the  open  air,  however,  may  be  recommended.  Heavy 
feeding  must  be  restricted.  The  periodic  use  of  mild  mer- 
curial or  saline  aperients  is  very  beneficial.  Pota.ssium  iodid 
and  the  nitrites  are  often  useful  when  the  blood-pressure 
becomes  too  high. 
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THE  NOSE. 


Movement  of  the  Alae  Nasi  during  Respiration. — 

Playing  of  the  alje  is  occasionally  noted  in  ht^altli,  but  it  is 
generally  an  indication  of  some  obstruction  to  the  entrance 
of  atr.  It  is  frequently  obiserved  in  spasmodic  croup,  true 
croup,  laryngeal  edema,  capillary  bronchitis,  and  pneumonia. 

Kasal  Discharge. — ^  Temporary  "running  from  the 
is  a  symptom  of  acute  coryza,  measles,  hay-fever, 
icria,  and  influenza.  An  offensive  discharge  should 
suggest  nasal  diphtheria  or  the  impaction  of  a  foreign  body. 

Chronic  discharge  occurs  in  chronic  rhinitis.  In  infants, 
chronic  nasal  discharge  with  mouth-breathing  (*'  snuffles  ") 
is  ver\^  sucjj:yestivc  of  hereditary  syphilis. 

The  Sense  of  Smell. — This  is  tested  by  holding  odor- 
iferous substances  before  one  nostril  at  a  time  while  the  other 
is  closed.  Pungent  vapors  should  be  avoided,  as  the  irrita- 
tion which  they  excite,  and  not  their  odor,  may  lead  to  their 
recognition. 

The  sense  of  snteil  may  be  impaired  or  lost  {^.wosmid)  from  : 

1.  Rhinitis  or  morbid  growths. 

2.  AflTections  of  the  anterior  part  of  the  brain,  involving 
the  olfactory  nerves  or  bulbs — as  injury,  tumor,  meningitis. 

3.  Lesions  of  the  olfactory  centers  (temporosphenoidal 
lobe). 

Paralysis  of  the  trigeminal  nerve  (by  inducing  dryness  of 
the  mucous  membrane). 

firlreme  acuteness  of  the  sense  of  smell  (hyperosmia)  and 
per**ersions  of  the  sense  of  swell  (parosmia)  are  sometimes 
observed  ix\  neurasthenia,  hysteria,  and  insanity. 

\n 
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Gpistaxis. — Hemorrhage  from  the  nose  occurs  under 
the  following  conditions  :  (i)  Traumatism  ;  (2)  inflammation 
or  ulceration  ;  (3)  new  growths  ;  (4)  cerebral  congestion  ; 
(5)  engorgement  from  chronic  Jicart  or  hver^  disease  ;  (6j 
blood  dyscrasia,  as  in  hemophilia,  purpura,  scurv>%  pernic- 
ious anemia,  etc. ;  (7)  onset  of  fevers,  especially  t)'phoid ;  (8)  in 
rnreficd  atmosphere,  as  in  mountain-climbing;  (9)  vicarious 
menstruation  (rare). 


THE  LARYNX. 

Spasm  of  the  laryngeal  adductors  is  characterized 
by  intense  dyspnea  and  occurs  in  spasmodic  croup ;  in  true 
croup  ;  in  ulceration  of  the  larynx ;  in  laryngismus  stridu- 
lus ;  in  whooping-cough ;  in  tetany ;  in  hysteria  ;  in  hydro- 
phobia; in  the  laryngeal  crisis  of  locomotor  ataxia  ;  when 
foreign  bodies  have  lodged  in  the  larynx ;  and  when  aneu- 
rysms or  mediastinal  tumors  press  on  the  recurrent  laryn- 
geal nerve  and  irritate  it 

Aphotiia  or  loss  of  voice  may  be  due  to  :  ( 1 )  Organic 
disease  of  the  larynx — inflammation,  neoplasms,  cicatricial 
stenosis.  (2)  Centric  paralysis  of  the  recurrent  laryngeal 
nerves,  as  in  bulbar  palsy.  (3)  Peripheral  paralysis  of  the. 
recurrent  laryngeal  nerves  caused  by  pressure  of  an  aneu- 
rysm, mediastinal  tumor,  or  pericardial  effusion,  (4)  Hys- 
teria. (3)  The  lodgement  of  foreign  bodies.  (6)  Prolonged 
use  of  the  voice. 

RESPIRATION. 

Dyspnea. — Dyspnea  implies  difficult  breathing,  with  or 
withnut  an  increase  in  the  numbtfr  of  respirations.  Dysp- 
nea which  is  so  severe  as  to  necessitate  a  sitting  posture  is 
termed  orthopnea.  Dyspnea  may  occur  on  inspiration,  ex- 
piration, or  both. 

Its  chief  causes  are:  (1)  Obstruction  in  the  larynx  from 
spasm,  paralysis,  false  membrane,  edema,  or  a  foreign  body. 

(2)  Pressure  of  an  aneurysm,  tumor,  or  large  glands  upon 
the  trachea,  a  bronchus,  or  the  recurrent  laryngeal   nerve. 

(3)  Asthma.     (4)  Diseases  of  the  lungs»  as  pneumonia,  em- 
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physcma,  edema,  phthisis,  abscess,  and  gangrene.  (5) 
Pleural  eflTusions.  (6)  Cardiac  disease.  (7)  Paralysis  of  the 
muscles  of  respiration.  (8)  Abdominal  distention.  (9) 
Anemia. 

Inspiratory  dyspnea  isi  frequently  seen  with  tumors  or 
foreign   bodies  in  tlie  larynx. 

Expiratory  dyspnea  is  noted  in  emphysema  and  occasion- 
ally in  movable  tumors  situated  below  the  glottis.  In 
asthma,  also,  the  d>  spnea  may  be  largely  inspiratory. 

The  Number  of  Respirations  a  Miuute,— In  the 
healthy  male  adult  the  number  of  res[)iialions  is  about  18 
a  minute.  In  women  and  children  breathing  is  somewhat 
more  rapid.  The  ratio  between  respirations  and  pulse-beats 
is  as  t  is  to  4  or  4.5. 

Rapid  resfnrations  are  noted  in  excitement;  in  pyrexia;  in 
inflammatory  diseases  of  the  lungs;  in  anemia;  in  certain 
affections  involving  the  base  of  the  brain;  in  poisoning  from 
certain  drugs  that  affect  the  respiratory  center;  in  hysteria; 
in  painful  affections  of  the  respiratory  muscles,  as  pleuro- 
dynia and  pleurisy. 

fn/rrquent  respirations  are  observed  in  certain  diseases  of 
the  brain,  as  meningitis^  tumor,  apoplexy  ;  in  advanced  fatty 
degeneration  of  the  heart ;  in  certain  forms  of  coma,  par- 
ticularly uremic  and  diabetic ;  in  poisoning  with  certain 
drugSj  especially  opium  ;  in  obstruction  to  the  air-passageSp 
as  in  asthma  and  in  laryngeal  spa'^m, 

Cheyne-Stokes,  or  Tidal-wave  Breathing.— In  this 
type  the  respirations  gradually  increase  in  rapidity  and 
volume  until  they  reach  a  climax,  then  gradually  subside, 
and  finally  cease  entirely  for  from  five  to  fifty  seconds,  when 
tiiey  begin  again.  It  depends  on  some  disturbance  of  the 
respiratory  center  the  exact  nature  of  which  is  still  undeter- 
mined. It  is  usually  a  forerunner  of  death,  but  cases  have 
been  reporte<l  in  which  it  has  lasted  several  months. 

Its  Mt'f  causes  are  :  (i)  Certain  cerebral  diseases,  as  apo- 
plexy, meningitis,  and  tumor.  (2)  Advanced  cardiac  dis- 
ease, especially  fatty  degeneration.  (3)  Certain  forms  of 
coma,  es|x*cially  that  produced  by  uremia,  opium-poisoning, 
and  sunstroke. 
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Cough  may  be  induced  by:  (i)  Most  organic  diseases 
the  pharynx,  larynx,  bronchi,  and  lungs.  (2)  Foreign 
bodies  in  the  air-passages.  (3)  Certain  infections  which  are 
associated  with  catarrh,  such  as  typhoid  fever,  measles, 
whooping-cough,  and  influenza.  (4)  Inhalation  of  irritant 
dusts  or  vapors.  (5)  Reflex  irritation,  as  from  pressure  on 
the  recurrent  laryngeal  nerve  or  from  disease  of  the  abdomi- 
nal organs.     (6)  Hysteria. 

I/aryngeal  Coug^h. — This  cough  has  a  hard,  metaUic, 
ringing  intonation,  and  has  been  termed  *'  croupy,"  ft  is 
obserx'ed  in  laryngitis  ;  in  whooping-cough  ;  in  tuberculosis 
and  syphilis  of  the  larynx;  when  a  foreign  body  is  lodged 
in  the  Iar}'nx ;  when  the  recurrent  lary^ngeal  nerve  is  irri- 
tated by  pressure  of  a  tumor  or  aneurysm ;  and  in  hysteria. 

Dry  Cougb« — -Cough  without  expectoration  is  especially 
observed  in  the  beginning  of  inflammatory  diseases  of  the 
bronchi  and  lungs;  in  pleurisy;  in  most  chest  diseases  of 
early  clitldhood ;  and  in  reflex  irritation  of  the  larynx. 

Moist  or  loose  cough  occurs  especially  in  bronchitis, 
bronchiectasis,  abscess  of  the  lung»  convalescent  pneumonia, 
and  phthisis. 

EXPECTORATION. 

Mucoid  sputum  is  noted  especially  in  the  beginning  of 
acute  bronchitis;  in  asthma;  m  the  early  stage  of  pneumo- 
nia and  phthisis;  and  in  pulmonary  edema.  In  edema  the 
sputum  is  ver\^  froth y^  and  watery. 

Mucopurulent  Sputum. — This  is  obser\'ed  in  subacute 
and  chronic  catarrhal  affections  of  the  lungs  and  bronchi, 
especially  in  subacute  and  chronic  bronchitis,  convalescent 
pneumonia,  and  phthisis. 

Purulent  Sputum. — Sputum  is  rarely  composed  of  pure 
pus.  Expectoration  almost  entirely  purulent  is  sometimes 
observed  in  bronchiectasis,  in  phthisis  with  cavities,  in  ab- 
scess of  the  lung,  and  when  an  empyema  ruptures  into  the 
lung. 

Prune-juice  sputum  is  tinged  with  altered  blood  so  as 
to  resemble  prune-juice.     It  results  from  retention  of  blood 
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in  the  lung,  and  is  observed  in  advanced  croupous  pneu- 
niotiia,  especially  low  forms,  in  gangrene  of  the  lung,  and 
in  cancer  of  the  King, 

Rtisty  Sputum. — A  rusty  and  tenacious  sputum  is 
strongly  iivdicalivL*  of  croupous  pneumonia. 

Currant -jelly  sputum  \?.  more  or  less  characteristic  of 
cancer  of  the  lung. 

Reddish-brown  sputum  (resembling  anchovy  sauce) 
containing  ameba;  is  sometimes  observed  in  hcpatopulmo- 
nary  abscesses. 

Sputum  containing  fibrous  slireds  is  observed  in 
membranous  croup,  in  diphtheria,  and  in  fibrinous  bron- 
chitis. 

Fetid  sputum  usually  results  from  bronchiectasis,  ad- 
vanced phthisKs  with  cavities,  gangrene  of  the  lung,  and 
abscess  of  the  lung. 

Such  sputum,  when  allowed  to  stand  in  a  conic  glass, 
settles  in  three  layers :  an  upper  layer  of  dirty  froth,  a 
middle  layer  of  turbid  mucus  in  which  are  suspended  puru- 
lent strings,  and  a  bottom  layer  of  decom[>osed  pus. 

Nummular  sputum  is  sputum  occurring  in  round,  flat, 
coin-shaped  masses,  which  sink  in  water.  Expectoration 
of  this  character  is  seen  in  advanced  phthisis  and  occasion- 
ally in  bronchiectasis. 

The  Microscopy  of  Sputum. — Elastic  fibers  are  found 
in  the  sputum  in  phthisis,  abscess,  gangrene  of  the  lungs, 
and  in  some  cases  of  bronchiectasis. 

Tht  Detection  of  Elastic  FHycrs. — ^Place  the  sputum  which 
has  collected  during  the  night  in  a  glass  beaker,  and  add  to 
it  an  equal  volume  of  a  solution  of  caustic  soda  (20  grains 
to  the  ounce),  and  boil  over  a  spirit-lamp,  stirring  it  occa- 
sionally with  a  glass  rod.  As  soon  as  it  boils,  pour  into  a 
conic  glass,  and  add  four  or  five  times  the  amount  of  cold 
distilled  water.  Allow  the  mixture  to  stand  for  two  to 
three  hours,  and  examine  the  sediment  as  for  tube-casts 
(Fenwick). 

Spirals  of  Mucin. — ^Tightly  coiled  spirals  of  mucin,  which 
probably  represent  molds  of  the  fine  bronchioles,  were  first 
pointed   out   by   Curschmann    in   the   sputum   of  asthma. 
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They  have  also  been  obser\'ed  in  the  sputum  of  croupouj 
pneumonia. 

Charcot-Leyden  Crystala. — These  are  small  transparent 
octahedral  crystals,  similar  to  those  found  in  the  blood  in 
leukemia.  They  are  observed  especially  in  Ihe  sputum  of 
asthma.  They  have  also  been  noted  in  phthisis,  in  fibrin- 
ous bronchitis,  and  in  acute  bronchitis. 

CJrysUls  of  Fatty  Acids, — These  occur  as  fine  needles, 
singly  or  in  bundles,  and  arc  often  sharply  curved  near 
their  extremities.  They  are  observed  in  the  sputum  of 
chronic  bronchitis,  of  abscess,  and  of  gangrene  of  the 
lungs. 

Crystals  of  Hematoldm. — These  occur  as  small  yellow 
needles,  rhombic  plates  or  tufts,  and  are  found  in  sputa 
which  contain  altered  blood.  They  may  be  observed  in 
abscess,  gangrene,  and  cancer  of  the  kmgs. 

Tubercle  Bacilli, — The  presence  of  tubercle  bacilli  in  the 
sputum  is  an  absolute  proof  of  tuberculosis,  but  a  failure  to 
detect  them  after  one  or  two  examinations  is  no  proof 
against  phthisis.  The  bacillus  is  a  fine  rod,  in  length  about 
half  the  diameter  of  a  red  blood-corpuscle,  and  often  slightly 
bent  and  beaded.  Its  detection  depends  on  its  power,  when 
stained,  of  resisting  the  bleaching  effect  of  acids.  To  view 
it  successfully,  a  ^  inch  oil-innnersion  lens  is  required. 

Gahhi'tfs  Method. — Select  with  a  clean  needle  one  of  the 
minute  caseous  masses  contained  in  tuberculous  sputum, 
spread  it  out  in  a  very^  thin  film  on  a  cover-glass,  dry  in  the 
air,  and  coagulate  the  albumin  in  the  bacteria  by  passing  the 
cover-glass,  smeared  side  up,  three  times  through  the  flame. 
Cover  the  specimen  with  Ziehl's  carbol-fuchsin  solution 
(fuchsin  1  ;  alcohol  lo;  5  per  cent,  aqueous  solution  of  car- 
bolic-acid cr)-stals  90),  and  hold  the  cover-glass  over  the 
flame  for  a  few  minutes  at  such  a  distance  that  steam  is 
formed.  Wash  off  the  excess  of  .stain  in  water,  and  coun* 
tersttTiin  by  treating  the  preparation  for  thirty  seconds  with 
Gabbett's  solution  (methylene-bluc  2;  sulphuric  acid  25; 
water  75).  Again  wash  in  water,  dr>^  and  mount  in 
Canada  balsam.  The  tubercle  bacilli  will  appear  as  red 
rods  in  a  blue  field. 
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PHYSICAL  EXAMINATION  OF  THE  RESPIRATORY 
ORGANS. 

Inspection. — Inspection  determines  the  shape  of  the 
chest,  any  unnatural  prominence  or  depression,  the  amount 
of  expansion,  and  any  inequality  of  expansion. 


Fig.  10. — An  outline  of  the  normal  chest. 

Phthisinoid  Ohest. — The  anteroposterior  diameter  is  short ; 
the  thorax  is  long  and  flat ;  the  ribs  are  oblique ;  the  scapulae 
are  prominent ;  the  spaces  above  and  below  the  clavicles  are 


IX. — Rachitic  chest. 


depressed ;  and  the  angle  formed  by  the  divergence  of  the 
costal  margins  from  the  sternum  is  very  acute. 

Rachitic  Ohest. — This  may  resemble  the  former,  but  usually 
the  sides  are  considerably  flattened  and  the  sternum  promi- 
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nent,  so  that  the  term  *'  pigeon-breast  "  has  been  applied  to 
this  particular  form.  The  sternal  ends  of  the  ribs  are  enlarged 
or  "  beaded/*  and  this  characteristic  has  given  rise  to  the 
term  "  rachitic  rosary/*  There  is  often  a  circular  constric- 
tion  of  the  thorax  at  the  level  of  the  xiphoid  cartilage  (Har*  H 
rison\s  grooved. 

Emphysematous  Chest. — In  advanced  emphysema  the 
thorax  is  short  and  round  ;  the  anteroposterior  diameter  is 
often  as  long  as  the  transverse ;  the  ribs  arc  horizontal ;  the 
angle  formed  by  the  divergence  of  the  costal  margin  from 
the  sternum  is  very  obtuse  or  quite  obliterated.  The  term 
"  barrel-shaped  chest  *'  is  applied  to  this  configuration. 


Fig.  12. — Emphysematous  chest. 

Loe&l  Prominences  and  Depressions.^ — An  unnatural  promi- 
nence or  depression  is  often  observed  over  the  lower  part  of 
the  sternum,  and  is  generally  congenital.  The  term  "  funnel 
breast  "  or  "  shoemaker's  breast"  (because  it  may  result  from 
the  pressure  of  tools)  has  been  applied  to  the  sternal  depres- 
sion. 

A  unilateral  or  local  depression  may  be  due  to:  (i)  Chronic 
phthisis  ;  (2)  cirrhosis  of  the  lung ;  {3)  pleurisy  with  fibrous 
adhesions. 

A  unilateral  or  local  promiiuuee  may  be  due  to:  (1) 
Pleurisy  with  eilfusion ;  (2)  pneumothorax,  hydrothorax, 
hemothorax;  (3)  an  aneurj^sm  or  tumor;  (4)  compensatory 
emphysema,  resulting  from  impairment  of  the  opposite  lung; 
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(5)  cardiac  enlargements  (left  side);  (6)  enlargements  of  the 
abdominal  organs,  especially  the  liver  and  spleen. 

ExpaEsion, — In  women  and  in  children,  and  in  both  sexes 
during  sleep,  breathing  is  largely  thoracic  or  costal  ;  in  men 
and  in  the  old  of  both  sexes  it  is  largely  abdominal  or  dia- 
phragmatic, 

Ri'sti'itit'ii  abdominal  breathing  is  observed  in  pregnancy, 
in  abdominal  tumors,  and  effusions;  in  peritonitis;  in  dia- 
phiagoiatic  picuris}' ;  in  paralysis  of  the  phrenic  nerve  from 
pressure  or  from  bulbar  disease ;  and  occasionally  in  the 
'*  hysteric  abdomen." 

Diniinishai  txpansion  of  one  side  is  observed  in  pleural 
effusions;  in  acute  pleurisy  (from  pain);  in  consolidation  of 
the  lung  from  tuberculosis,  pneumonia,  or  tumor ;  in  occlu- 
sion of  a  bronchus  ;  and  in  marked  enlargement  of  the  liver 
or  spleen. 

Increased  expansion  of  one  side  is  observed  in  compensa- 
tor>'  emphysema. 

Litteu's  Diapliragm  Phenomenon. — When  a  healthy  indi- 
vidual is  placed  in  a  horizontal  position  with  the  feet  toward 
the  window  and  all  cross-lights  are  excluded,  a  narrow 
shadow  may  be  seen  descending  between  the  sixth  and  the 
ninth  rib  in  each  axilla  during  full  inspiration.  It  is  due  to 
the  separation  of  the  diaphragmatic  pleura  from  the  costal 
pleura  during  the  inspiratory  descent  of  the  diaphragm. 
This  shadow  is  absent  in  pleural  effusion,  pneumonia  of  the 
lower  lobe,  well-developed  emphysema,  and  extensive  pleu- 
ritic adhesions.  As  it  is  present  in  enlargement  of  the  liver 
and  \x\.  subphrenic  abscess,  it  often  aids  materially  in  deter- 
mining whether  disease  is  above  or  below  the  diaphragm. 

Palpation.  —  Palpation  serves  to  detect  any  thoracic  ten- 
derness, edema,  friction  fremitus,  or  rales,  and  to  determine 
the  vocal  fremitus  and  amount  of  expansion. 

Thoracic  tendemass  is  observed  in  pleurisy;  in  phthisis 
and  pneumonia  from  being  associated  with  pleurisy;  in 
pleurodynia ;  in  intercostal  neuralgia  (confined  to  certain 
spots):  and  in  surgical  affections,  like  caries  and  fracture 
of  the  ribs;  and  in  contusion  and  inflammation  of  the 
parietes. 
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ISdema  of  the  chest- walls  is  recognized  by  **  pitting  **  when 
pressure  is  made  with  the  finger.  It  may  be  observ'ed  in 
empyema ;  in  deep-seated  abscesses  of  the  parietes ;  after 
the  application  of  a  bHster ;  and  in  general  dropsy. 

Friction  Fremitus  and  Ealea.^The  friction-rub  of  pleu- 
risy afid  harsh,  sonorous  rales  can  sometimes  be  detected 
by  palpation. 

Vocal  fremittifl  is  the  sense  of  vibration  imparted  by  the 
voice  to  the  palpating  hand. 

In  determining  the  vocal  fremitus  observe  the  following 
precautions :  Palpate  symmetric  parts  of  the  chest ;  make 
firm  pressure;  when  comparing,  use  the  same  pressure  on 
the  two  sides  ;  apply  the  hands  as  nearly  parallel  to  the  ribs 
as  possible;  and  remember  that  the  fremitus  is  normally 
stronger  over  the  right  chest  than  the  left. 

The  fremitus  is  usually  slight  in  women  and  in  children, 
and  in  men  with  thick  chest- walls  and  a  weak  voice. 

Vocal  ftrmUiis  is  aitnonmil/y  iftcrcastd  when  the  lung  is 
consolidated  and  the  bronchi  are  patulous,  as  in— (f) 
Tuberculosis ;  (2)  croupous  pneumonia  ;  (3)  bronchopneu- 
monia. 

Vifcal  fremitits  is  decreased  or  absent  in — ( i )   Pleural  eflTu 
sions — air,  scrum,  pus,  blood,  or  lymph;    {2)  emphysema; 
(3)  pulmonary  collapse  from    an  obstructed  bronchus ;   (. 
pulmonary  edema ;  {5)  mnrbtd  growths  of  the  lung. 

Percussion. ^ — ^Percussion  determines  resonance,  pitcf? 
and  resistance. 

Immediate  peratssunt  is  performed  by  striking  the  chest 
directly  with  the  fingers.  It  is  not  often  employed,  except 
over  the  clavicles,  where  the  bones  themselves  act  as  plex- 
imeters. 

Mediate  percnssion  is  performed  by  using  the  fingers  of 
one  hand  as  a  plexor  and  those  of  the  opposite  hand  as  a 
pleximeter;  or  by  using  a  piece  of  ivory,  glass,  or  hard 
rubber  as  a  pleximeter,  and  a  small  hammer  as  a  plexor 

The  use  of  the  fingers  alone  is  preferable,  for  only  in  this 
way  can  resistance  be  determined. 

In  percussion  the  following  precautions  should  be  ob- 
served :  Place  the  finger  that  is  being  used  as  a  pleximeter 


a;    I 

% 


PHYSICAL  EXAAflNA TION  OF  RESPII^A  TOR  Y  ORGANS.    2Qg 


' 


* 


firmly  against  the  chest,  and  preferably  parallel  to  the  ribs ; 
make  the  finger  that  is  used  as  plexor  strike  the  one  on  the 
chest  perpendicularly;  fix  the  forearm,  and  use  no  more 
force  than  can  be  obtiiined  from  a  gentle  swing  of  tiie  wrist. 
When  possible,  percuss  all  parts  of  the  chest  anteriorly  and 
posteriorly;  percuss  both  in  inspiration  and  in  expiration. 
In  comparing  the  two  sides,  be  sure  to  percuss  symmetric 
parts. 

Normal  Resoaapicc. — ^On  the  right  side,  pulmonary  reso- 
nance extends  from  a  half  inch  to  an  inch  above  the  clav- 
icle, downward  to  the  upper  border  of  the  sixth  rib  in  front, 
and  to  a  line  drawn  through  the  tenth  spinous  process 
posteriorly. 

On  the  left  side,  pulmonary  resonance  extends  from  a 
half  inch  to  an  inch  above  the  clavicle,  dow^nward,  within 
the  mammary  hne  to  the  third  rib,  outside  of  the  mammary 
line  to  the  tenth  rib.  and  posteriorly  to  a  line  drawn  through 
the  tenth  spinous  process. 

Traube*s  Semiluftiir  Space, — This  is  a  tympanitic  area  at 
the  base  of  the  left  chest,  bounded  above  by  the  lung 
(sixth  rib),  on  the  right  by  the  liver,  and  on  the  left  by  the 
spleen.     It  is  obliterated  in  pleural  effusion  on  the  left  side. 

HypeiTeaonance  is  observed  in  the  following  conditions : 
(l)  Pneumothorax.  (2)  Cavities — tuberculous  or  bronchi- 
ectatic.  (3)  Emphysema.  (4)  Low^ered  pulmonary  ten- 
sion, as  above  a  pleural  effusion  or  consolidation,  and  in  the 
initial  stage  of  pneumonia  (Skoda's  resonance),  (5)  Flatu- 
lent distention  of  the  stomach  or  colon  (frequently  observed 
over  the  base  of  the  left  chest). 

Tympanitic  resonance  is  resonance  of  a  hollow,  drum-like 
character,  like  tJiat  normally  obtained  by  percussing  the 
empty  stomach  or  the  colon.  It  is  elicited  over  the  chest 
in  pneumothorax  and  cavity-formation. 

The  cracked-pat  sound,  or  brttit  de  pot  felk,  is  a  modified 
tympany,  and  can  be  simulated  by  percussing  over  the 
cheek  when  the  mouth  is  partially  open.  It  may  be  nor- 
mally heard  over  the  chest  of  a  crying  infant  (Walshe).  In 
the  adult  it  usually  indicates  a  cavity  that  has  a  free  com- 
munication with  a  bronchus.  It  is  best  detected  by  keeping 
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the  ear  near  the  open  mouth  of  the  patient  while  percus- 
sing. 

Dulness  or  flatness  on  percussion  may  be  caused  by  the 
foliowing  conditions:  (i)  Pleural  eftusions  of  all  kinds,  ex- 
cept air;  (2)  consolidation  of  the  lung  from  tuberculosis  or 
pneumonia;  (3)  collapse  of  the  lung;  (4)  congestion  and 
edema  of  the  lung;  (5)  morbid  growths  in  the  lung;  (6) 
enlargement  of  the  liver  or  spleen  (at  the  bases). 

Pitch, — Pitch  of  the  note  depends  largely  upon  the  vol- 
ume of  air,  upon  the  tension  of  the  walls  of  the  cavity,  and 
upon  the  size  of  the  o|>ening  that  communicates  with  the 
cavity.  TIic  less  the  air,  the  greater  the  tension,  and  the 
smaller  the  opening,  the  higher  will  be  the  pitch  of  the 
note.  It  is  obvious,  therefore,  that  conditions  that  are  asso- 
ciated with  hyperresonance  may  yield  either  a  high-  or  a 
low-pitched  note.  In  beginning  phthisical  consolidation 
the  note  over  the  afTected  apex  is  higher  pitched;  but  it 
must  be  borne  in  mind  that  normally  the  note  over  the  right 
apex  is  higiier  pitched  than  that  over  the  left. 

Resistance. — The  sense  of  resistance  appreciated  by  the 
percussing  finger  is  increased  in  proportion  as  the  air  in  the 
lung  is  decreased.  It  is  generally  more  marked  over  a  pleural 
effusion  than  over  a  consolidation  with  patulous  bronchi. 

Auscultation. — Auscultation  of  the  lungs  is  practised 
to  determine  the  character  of  the  respiratory  and  voice 
sounds,  and  to  detect  adventitious  sounds  like  rales. 

In  immediate  aiisaiitation  the  ear  is  placed  directly  over 
the  chest,  only  a  soft  towel  intervening. 

In  mediate  ausctdtation  the  sounds  are  transmitted  through 
a  stethoscope,  which  should  be  applied  to  the  bare  chest. 

In  auscultation  observe  the  following  precautions:  Do 
not  exert  much  pressure  with  the  stethoscope.  When  the 
chest  is  covered  with  hair,  tliis  should  be  moistened,  other- 
%vise  it  is  likely  to  produce  crackling  sounds  resembling 
rales.  When  possible,  examine  carefully  all  parts  of  the 
chest,  anteriorly  and  posteriorly,  during  quiet  breathing, 
during  full  inspiration,  during  full  expiration,  and  after 
coughing.  Compare  carefully  the  sounds  elicited  over  sym- 
metric parts  of  the  chest 
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H         Normal  BeBpiration, — Vesicular   breathing  is  heard  over 
I  the  body  of  the  lungs  and  is  characterized  by  a  soft,  breezy 

^^  inspiratory  sound,  and  a  shorter,  lower  pitched,  less  intense 
^H  expiratory  sound.  Normally,  the  expiratory  sound  is  not 
^^  more  than  one-third  the  length  of  the  inspirator)'  sound. 
Not  infrequently  expiration  is  wholly  inaudible.  Over  the 
trachea  an<.J  main  bronchi  the  sounds  are  harsh  and  blowing, 
^^  and  the  expiratory  sound  is  as  long  as  the  inspiratory  or 
^H    slightly  longer  (bronchial  breathing). 

^^  ModJLfications  of  the  Respiratory  Murmur. — Puerile  Breath- 
'  in^^  and  Exaggerated  Breathiug, — Normal  breathing  in  chil- 
dren is  called  puerile  breathing.  Both  inspiration  and  ex- 
piration are  proportionately  increased  in  length  and  loudness. 
Exaggerated  breathing  has  the  same  characteristics  as  puerile 
^^  breathing,  and  is  heard  after  exertion  and  over  the  whole  of 
^B  one  lung  (compensatory  emphysema)  when  the  other  is 
^V    disabled. 

^P         Hromhtal  or  Tubular  Breathing. — This  is  harsh,  blowing 
"      breathing  with  prolonged,  accentuated  expiration.    The  ex- 
piration may    be  considerably  longer  tlian  the  inspiration, 
and   there  is  often  a  distinct  pause  between  the  two  sounds. 

N  Bronchial  breathing  is  heard  normally  over  the  trachea  and 
in  the  interscapular  space  over  the  large  bronchi,  and  ab- 
normally over  consolidated  long,  when  the  bronchi  are  free. 
Thus,  it  may  be  heard  in  croupous  pneumonia,  broncho- 
pneumonia, tuberculosis  of  the  lung,  and  in  pleurisy  over 
the  compressed  lung. 

Brinuiuwesieular  Breathing, — This  is  breathing  that  is 
neither  bronchial  nor  vesicular.  It  is  somewhat  harsh,  and 
expiration  is  slightly  prolonged  and  high  pitched.  Unlike 
puerile  or  exaggerated  breathing,  the  normal  ratio  of  in- 
spiration to  expiration  is  not  maintained — the  expiration  is 
not  relatively  but  aetually  prolonged,  Hronchovesicular 
breathing  may  be  heard  when  the  lung  is  slightly  solidified, 
as  in  beginning  phthisis. 

Cavernous  or  Amphoric  Breathing,— "Wxx^  resembles  bron- 
chial breathing,  but  the  sounds  have  a  hollow  character,  and 
the  pitch  of  the  expiration  is  lower  than  that  of  inspiration. 
It  may  be  imitated  by  blowing  over  the  mouth  of  an  empty  jar. 
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Cavernous  breathings  may  be  heard  in  the  following;  con- 
ditions :  (i)  Phthisical  or  bronchiectatic  cavities;  (2)  pneu- 
mothorax, when  the  opening  in  the  lung  is  patulous ;  (3) 
areas  of  consolidation  near  a  large  bronchus  ;  (4)  sometimes 
over  lung  compressed  by  a  moderate  effusion. 

The  BfratJuN^^  of  Emphysema. — This  is  weak  breatliing, 
with  prolonged  low-pitched  or  inaudible  expiration. 

Co^g^ed-wheel  or  Jirkv  Breafhi^i^, — The  respiratory  mur- 
mur is  not  continuous,  but  is  broken  into  waves.  It  is  not 
indicative  of  any  special  disease^  but  it  is  frequently  observed 
in  hysteria,  pleurodynia,  bronchitis,  and  incipient  phthisis. 

Weak  or  SltaUmL*  Breathing, — This  is  noted:  (i)  When 
the  chest-walls  are  thick ;  (2)  in  the  old  and  feeble;  (3)  in 
emphysema;  (4)  in  pleural  effusion;  (5)  sometimes  in  in- 
cipient phthisis;  (6)  in  painful  affections  of  the  chest,  like 
pleurodynia  and  beginning  pleurisy ;  (7)  in  pulmonary 
edema. 

Vocal  Eesonance.— This  is  the  confused  humming  sound 
heard  over  the  chest  when  the  patient  speaks.  It  is  modified 
by  the  same  conditions  that  modify  the  vocal  fremitus  (see 
p.  208). 

Broncht>phoH]r— 'Tin?,  is  exaggerated  vocal  resonance.  It 
is  heard  normally  over  the  trachea,  and  abnormally  over 
consolidated  lung  (phthisis  and  pneumonia)  when  the  bronchi 
are  free,  over  lung  that  is  compressed  by  pleural  effusion, 
and  over  some  cavities. 

Peck>nioqii\\—T\\h  is  a  modification  of  vocal  resonance  in 
which  the  articulate  speech  is  heard  ver}' distinctly,  as  though 
coming  directly  from  the  chest  into  the  ear.  It  is  more  pro- 
nounced when  the  patient  whispers. 

Fectoriloquy  is  heard  over  :  ( i )  Cavities  that  communicate 
with  a  bronchus;  (2)  areas  of  consolidation  in  the  neighbor- 
hood of  a  large  bronchus ;  (3)  pneumothorax,  when  the 
opening  in  the  Jung  is  patulous;  (4)  some  pleural  effusions. 

Egophony. — This  is  a  modification  of  bronchophony,  in 
which  the  sounds  have  a  trembling  or  bleating  quality. 
It  is  usually  heard  over  slight  pleural  elTusions  near  the 
upper  border  of  dulness,  especially  near  the  inferior  angle 
of  the  scapula. 
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AdventitiouB  SoundB^ — These  are  not  modifications  of  pre- 
existing sounds,  but  wholly  new  sounds  produced  in  the  lun^ 
or  pleura.  They  include  rales,  the  friction-sound,  metallic 
tinkling,  and  succussion-splash. 

Rales. — These  are  new  sounds  created  in  the  trachea, 
bronchif  air-vesicles,  or  in  cavities.  They  may  be  due  to  the 
passage  of  air  through  liquid,  through  constricted  tubes,  or 
into  collapsed  air-vesicles. 


Bronch 


ruiroonary  riles 


f  Sibilant, 
\  Sonorous, 

iSubcrepitutil 
Bubblunf 
Gurgling. 
Vesicular  =  Crcpilunt 


I     Dry 
^  Muist 


rdii's  are  probably  produced  by  the  pjassagc  of  air 
over  ver)'  viscid  secretion  in  the  tubes,  although  they  have 
been  ascribed  to  the  passage  of  air  through  bronchial  tubes 
that  are  narrowed  by  spasm  or  by  swelling  of  the  mucosa. 
They  are  heard  particularly  in  bronchitis  and  asthma.  Sibi- 
lant rales  are  whistling  and  high  pitched;  sonorous  rales 
have  a  humming  quality  and  are  lower  pitched.  Dr\'  rales 
may  be  heard  on  inspiration,  expiration,  or  on  both. 

Moist  rales  result  from  the  presence  of  liquid  in  the  tubes ; 
the  thinner  the  liquid  and  the  larger  the  tube,  the  coarser 
will  be  the  rales.  They  may  be  heard  on  inspiration,  ex- 
piration, or  on  both. 

Subcrepitant  or  crackling  rales  are  fine  moist  rales.  They 
are  heard  in  all  conditions  that  are  associated  with  liquid  in 
the  smaller  tubes,  as  bronchitis,  capillary  bronchitis,  pul- 
monarj'  edema,  and  beginning  phthisis. 

Bubblifi^  r^i//*j  are  coarser  than  subcrepitant,  an  da  re  heard 
in  bronchitis,  in  resolving  croupous  pneumonia,  over  phthisi- 
cal deposits  that  are  softening,  and  over  small  ca\'ities. 

G moling  rales  are  very  coarse,  and  resemble  the  bursting 
of  large  bubbles.  They  are  heard  over  large  cavities  that  con- 
tain fluid,  and  over  the  trachea  in  the  so-called  *'death-rattle/* 

Crepitant  Rales. — These  are  very  fine  r^lcs.  usually  heard 
at  the  end  of  full  inspiration.  They  may  be  simulated  by 
rubbing  a  lock  of  hair  between  the  fingers.     They  have  been 
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especially  associated  with  the  first  statre  of  croupous  pneu- 
monia,  and  it  has  been  supposed  that  they  were  due  to  the 
forcible  separation  of  adherent  vesicular  walls.  Rales  veiy 
similar  to,  if  not  identical  with,  these  are  heard  in  pulmonary 
edema. 

Frii'tioU'SouHiis  are  produced  by  the  rubbing^  together  of 
roughened  pleural  surlaces.  They  may  be  heard  both  in  in- 
spiration and  in  expiration,  and  often  resemble  subcrepitant 
rales,  but  they  are  more  superficial  and  localized  than  the 
latter,  and  are  not  modified  by  cough  or  deep  inspiration, 

A  roughened  pleura  in  the  neighborhood  of  the  heart 
may  produce  a  friction-sound  of  cardiac  rhythm,  and  one 
which  will  still  continue  when  the  breath  is  hefd  ;  under 
other  conditions  pleural  friction-sounds  cease  when  respira- 
tion is  suspended. 

Metallic  Tinkiiftf^. — This  name  is  applied  to  silvery  or 
bell-like  sounds  that  are  heard  at  inter\'als  over  a  pneumo- 
liydrothorax  or  lar^^e  cavity.  Speaking,  coughing,  and  deep 
breathing  usually  induce  them.  Care  must  be  taken  not  to 
confound  them  with  similar  sounds  produced  by  the  presence 
of  liquid  in  a  distended  stomach. 

Succnssion-splash  or  Hippocratic  Succussion, — This  is  a 
splashing  sound  produced  by  tlie  presence  of  air  and  liquid 
in  the  chest.  It  may  be  elicited  by  gently  shaking  tlie 
patient  while  auscultating.  It  is  ahnost  pathognomonic  of 
hydropneuniothorax  or  a  pyopneumothorax. 

A  similar  splashing  sound  is  often  heard  over  a  dilated 
stomach. 

Menstiratiofi.— In  measuring  the  sides  of  the  chest  ob- 
serve the  following  precautions :  Measure  from  the  middle 
of  the  sternum  to  the  spinous  processes  ;  measure  both  sides 
after  inspiration  and  after  expiration  ;  apply  tlie  tape  with 
equal  firmness  to  the  two  sides.  In  comparing,  measure 
corresponding  levels,  and  remember  that  the  right  side  is 
from  half  an  inch  to  an  inch  greater  in  circumference  than 
the  left. 

The  conditions  that  render  one  side  more  prominent  than 
the  other  have  already  been  considered. 

Radioscopy. — In  certain  conditions  of  the  chest  radios- 
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copy,  especially  the  fluoroscopic  screen,  furnishes  valuable 
information.  It  has  been  found  of  most  service  m  detecting 
aneurysms  and  in  determining^  the  outlines  of  the  heart  in 
emphysema.  Some  observers  have  found  it  useful  in  detect- 
ing tuberculous  consolidation  before  any  oilier  signs  could  be 
elicited.  In  pleural  effusion  the  affected  side  is  dark,  the 
displacement  of  the  heart  is  well  shown,  and  the  diaphragm 
appears  flattened  and  depressed. 


DISEASES  OF  THE   NOSE  AND   LARYNX. 

CORYZA. 
(Acute  Rhinitis:  Cold  in  the  Head.) 

Defitlitioa. — An  acute  inflammation  of  the  nasal  cavities. 

Etiologry. — Exposure  to  cold  and  to  wet,  especially  when 
the  body  is  overheated,  is  a  common  cause.  It  ma)-  be  ex- 
cited by  the  inhalation  of  irritating  vapors  or  dust.  It  is  an 
expression  of  iodism.  It  is  a  symptom  of  certain  infectious 
diseases^-especially  of  measles  and  influenza. 

Pathology. — The  mucous  membrane  is  red  and  swollen. 
In  the  first  stage  there  is  no  secretion,  but  later  irritating, 
watery  mucus  flows  from  the  nose  and  excoriates  the  lip ; 
this  in  time  is  followedby  a  copious  mucopurulent  discharge. 

Symptoms. — The  disease  is  ushered  in  with  chilliness, 
malaise,  fulness  in  the  head,  and  sneezing.  The  nasal  cfiam- 
bers  are  obstructed,  so  that  the  patient  is  obliged  to  breathe 
through  his  mouth.  At  first  there  is  no  secretion,  but  in 
twenty-four  or  forty-eight  hours  a  watery  di.schargc is  estab- 
lished, which  later  becomes  mucopurulent.  Slight  fever  and 
its  associated  symptoms  are  commonly  present.  The  dura- 
tion is  from  a  few  da^^s  to  two  weeks. 

Complications. — The  disease  is  not  infrequently  accom- 
panied with  conjunctivitis,  pharyngitis,  lar\  ngitis,  and  catarrh 
of  the  Eustachian  tube  and  middle  ear  that  results  in  tem- 
porary' deafness. 

Prognosis.  — Favorable. 

Treatment.— When  the  patient  is  seen  at  the  outset  and 
is  willing  to  remain  indoors  for  twenty-four  hours,  a  hot  foot- 
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bath,  with  a  full  dose  of  Dover's  powder,  followed  in  the  morn- 
ing  by  a  Seidlitz  powder  or  other  saline  aj^ericnt,  often  gives 
excellent  results.  When  the  patient  is  fully  able  to  go  about, 
the  following  capsules  will  usually  afford  considerable  relief: 


H.    Fulvcrb  campliu»rtv 

,    .    .  fir.  vj 

Exiracti  belladonna-' 

Codeinic  sulpliatis 

aa  gr.  iss 

CincliouJnar   siilplmtis     .... 

.   -   .  gf.  xij.- 

-M 

Pone  in  cajisulas  Nu.  xij. 

Sic. — Une  every  Iwo  or  three  houn&. 

Warm  DobelFs  solution  (see  p,  2^y)  or- warm  distilled  ex- 
tract of  witcli-hazcl  (diluted  with  l  part  of  water)  used  as  a 
spray  at  intervals,  and  followed  in  a  few  minutes  by  an  oily 
application  like  the  following,  generally  renders  satisfactory 
service : 

li,    Metitliolis gr-  iij 

Olei  pi  III  pumilionb TTL  ^' 

Tetrobti  liqiiidi      q.  &.  ad  f^j. — M. 

CHRONIC  NASAL  CATARRR 
(Clironic  Rhimtis.) 

Definition.-- A    chronic    inflamniation    of    the     nai 
mucous  membrane. 

Etiology. — Repeated  attacks  of  acute  coryza,  impure 
air,  the  continual  inhalation  of  irritating  dusts  or  vapors, 
lowered  vitality,  and  congenital  or  acquired  obstruction  of 
the  nasal  chambers  are  causal  factors.  It  is  sometimes  an 
expression  of  sypliilis. 

Varieties, — ( i)  Simple  chronic  rhinitis ;  (2)  hypertrophic 
rhinitis-  (3)  atrophic  rhinitis. 

Symptoms. — These  consist  in  a  mucoid  or  mucopuru- 
lent discharge  from  the  nose;  obstruction  of  the  nostrils 
from  swelling  or  hypertrophy  of  the  mucosa  or  from  inspis- 
sated secretion;  mouth-breathing;  a  nasal  intonation  of  the 
voice;  frontal  headache;  and  impairment  of  the  sense  of  smell. 

Symptoms  of  catarrh  of  the  neighboring  organs  are  fre- 
quently present.  The  most  common  of  these  are :  drj'ness 
of  the  throat  and  hawking  from  pharyngitis;  deafness  from 
catarrh  of  the  middle  ear;  and  watering  of  the  eyes  from 
catarrhal  occlusion  of  the  lacrimal  canal 
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Simple  Clironic  Rkmitis. — ^The  mucous  membrane  of  the 
nose  is  congested,  swollen,  and  highly  irritable.  There  is 
hypersecretion  of  mucus  or  mucopus. 

Hypeitrophic  Rluiutis. — The  mucous  membrane  is  red  and 
the  cavities  arc  more  or  less  occluded  frtmi  hypertroi>hy  of 
the  cavernous  tissue  covering  the  turbinated  bones.  In 
advanced  cases  exostoses  from  the  bony  framework  are 
sometimes  noted.  The  secretion  is  usually  composed  of 
thick  mucopus.  Adenoid  growths  are  often  found  in  the 
nasopharynx. 

Atrophic  Rhinitis  (Ozena). — This  form  is  seen  most  fre- 
quently in  young  adults,  and  is  more  common  in  women 
than  in  men.  The  nasal  chambers  are  large ;  the  mucous 
membrane  is  pale,  dry,  and  glazed ;  adherent  scabs  are 
generally  present.  The  secretion  is  ver>''  abundant^  thick, 
and  of  a  yellowish  or  greenish  color,  A  characteristic  feature 
is  the  extremely  offensive  odor,  which  is  probably  due  to  the 
decomposition  of  the  retained  secretion,  In  advanced  cases 
there  may  be  necrosis  of  the  bones  and  sinking  in  of  the 
bridge  of  the  nose. 

Prognosis.— In  the  simple  and  hypertrophic  form  the 
pro'^nosis  is  fivorable  under  persistent  Ireatmtrnt.  In  atro- 
phic rhinitis  perfect  cure  is  rarely  attainable,  but  great  im- 
provement is  possible. 

Treatment* — Any  constitutional  vice,  if  present,  should 
receive  appropriate  treatment.  Fresh  air,  outdoor  exercise, 
and  frequent  bathing,  with  friction  o^  the  skin,  are  to  be 
recommended.  Tonics,  especially  strychnin  and  cod-liver 
oil,  are  often  required.  The  nasophar)  nx  must  be  kept 
clean  by  means  of  antiseptic  sprays,  such  as  Dobell's  solu- 
tion (see  p.  37)  or  the  following: 
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Scxlit  Lncarlx^nnJis 

S>i*lii  Ix^ratis     ,    ,    , 

.     ft*  gr.  3IXX 

Stjwlii  chlnritii  . 

.    .      gr.  iij 

Th^inolis 

McnlhoJU 

a.a  cr  ss 

Olei  ytultheriar 

lT|ij 

Clvccrini  . 

<;-ii 

AtcoholU 

(7i^^ 

Aqoie    . 

.  q.  s.  ad  fjviij. — M 
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In  the  hypertrophic  form  local  remedies  of  an  astringent  or 
alterative  character  are  often  eflRcacious.  Tlic  following  are 
in  common  use:  A  mixture  of  iodin  and  glycerin  contain- 
ing 6  grains  of  iotlin,  \2  grains  of  potassium  iodid,  and  i 
ounce  each  of  glycerin  and  water;  aqueous  solution  of 
ichthyol  (20  to  40  per  ce  t.) ;  j^^I'jtion  of  zinc  sulphocarbolate 
(2  to  5  per  cent.);  and  solution  of  silver  nitrate  (i  to  2  per 
cent.). 

When  the  hypertrophic  process  proves  resistant,  the 
obstruction  mu^L  be  removed  by  means  of  caustics  (chromic 
or  trichloracetic  acid),  the  galvanocaotery,  or  the  snare, 

III  atrophic  rhinitis  the  crusts  may  be  removed  by  pled- 
gets of  cotton  soaked  in  a  solution  oi  hydrogen  dioxid  After 
the  nares  h^we  been  thoroughly  cleansed,  an  oily  solution 
like  the  following  may  be  applied: 


Menthol  15 
Thvmolis 


gT   ^x 

gr.  vj 


Eucalyplolis  ....  TH** 

Pctrolati  liquidi t3vj,--M. 


For  destroying  the  offensive  odor  one  of  the  following 
apolications  may  be  used:  Pledgets  of  cotton  soaked  in  an 
aqueous  solution  of  ichthyol  (20  to  50  per  cent) ;  sprays  of 
formalin  (i  :  1000),  of  Labarraque's  solution  (i  :  30),  or  of 
potassium  j^ermanganate  (2  grains  to  the  ounce). 
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ACUTE  CATARRHAL  LARYNGITIS, 

Definition. — An  acute  catarrhal  inflammation  of  the 
larynx. 

Etiology. — Improper  use  of  the  voice,  exposure  to  cold 
and  wet,  and  the  inhalation  of  irritating  dusts  or  vapors  are 
its  common  causes.  It  may  be  excited  by  the  impaction  of 
a  foreign  body.  It  is  also  an  associated  condition  in  certain 
infectious  diseases,  like  whooping-cough,  measles,  diphtheria, 
and  influenza. 

S3rmptom8.— The  chief  symptoms  are :  Hoarseness  of 
the  voice  or  aphonia ;  hard,  ringing  cough ;  pain  in  the 
throat,  increased  by  speaking,  coughing^  and  swallowing  ; 
expectoration,  which  is  at  first  scanty  and  later  mucopurulent ; 


SPASMODIC  CROUP. 


fever  and  its  associated  symptoms.  In  sensitive  persons^ 
and  especially  in  children,  paroxysms  of  croupy  cou^h  and 
dyspnea  {^  false  croup)  may  result  from  spasm  of  the  vocal 
cords.  When  there  is  much  edema,  severe  dyspnea  becomes 
a  prominent  feature. 

Inspection. — The  mucous  membrane  of  the  laryngeal 
walls  and  vocal  cords  is  red  and  swollen.  In  grave  cases 
the  tissues  are  highly  edematous. 

Prognosis. — In  simple  laryngitis  without  edema  the 
prognosis  is  altogether  favorable.  The  attack  usually  lasts 
from  a  week  to  ten  days.  When  there  is  edema  of  the 
larynx,  indicated  by  dyspnea  or  threatened  asphyxia,  the 
prognosis  is  grave. 

Treatment. — Use  of  the  voice  should  be  avoided.  The 
air  of  the  room  should  be  rendered  moist  by  means  of 
steam.  An  ice-bag  or  iodin  may  be  applied  externally.  At 
the  onset  it  is  advisable  to  administer  a  mild  aperient  Mild 
expectorants — ipecac,  potassium  citrate,  or  ammonium 
chlorid — may  be  given  in  conjunction  with  heroin,  codein, 
or  paregoric  when  the  cough  is  troublesome.  Such  a  com- 
bination as  the  following  is  often  serviceable : 

R.    Pt»ta.ssii  diralt£  ....  .  5JJ 

Vini  ipc'^cuRnliir     .    ,    ,  .    -  fjiv 

Tinctunc  opii  campljumtii.  .  f^iv 

Synipi  ttJutani  .  .    .  fsis** 

A'liia? |,s,  f5iv. — M. 

SiG. — A  dcsMrtspoonful  ever)*  three  hours. 

In  acute  edematous  laryngitis,  when  the  swelling  does  not 
yield  promptly  to  local  bloodlettings  the  external  application 
of  ice,  astringent  sprays,  scarification  of  the  mucous  mem- 
brane, and  active  catharsis,  tracheotomy  should  be  performed 
without  delay. 


SPASMODIC  CROUP. 
(FftlBe  Croup;  Catarrhal  Group.) 

Definition. — Spasm  of  the  vocal  cords,  excited  by  catarrh 
of  the  larynx. 

Etiology, — ^The  attacks  usually  occur  in  young  children, 
and  are  induced  by  the  causes  of  catarrhal  laryngitis. 
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SymptotOS-^ — Generally  there  has  been  a  Httie  hoarsenes 
and  cuuj^li  during  the  day,  and  at  ntj^ht  the  child  is  awak- 
ened from  sleep  by  a  severe  paroxysm  of  suffocative  cough. 
The  latter  has  a  peculiar,  hard,  metalUc  quahty,  and  is  asso- 
ciated with  the  evidences  of  dyspnea,  namely  :  anxious  face, 
dilating  nostrils,  prominent  sternocleidomastoids,  and  retrac- 
tion of  the  base  of  the  chest  with  each  inspiratory'  effort. 
During  the  paroxysm  the  skin  is  hot  and  the  pulse  is  tense 
and  rapid.  In  from  a  few  moments  to  an  hour  the  cough 
ceases,  free  perspiration  follows,  and  the  child  falls  asleep. 

Two  or  three  similar  attacks  may  occur  in  the  same  night, 
but  on  the  following  day  the  child  appears  quite  well  A 
recurrence  of  the  seizures  for  several  successive  nights  is  not 
infrequent. 

Diagnosis. — Membranous  or  PseudomemliraiLOiiB  Croup 
(Diphtlieria).^ — Hoarseness  and  dyspnea  develop  gradually, 
and  the  latter  is  not  intermittent.  False  membrane  may  be 
seen  in  the  throat  or  may  be  coughed  up.  The  constitu- 
tional symptoms  are  more  severe, 

Laryngiemus  Stridulus. — This  is  a  pure  neurosis,  and  is 
often  associated  with  the  rachitic  diathesis.  The  paroxysms 
resemble  those  of  false  croup,  but  are  associated  with  a  pecu- 
liar crowing  inspiration,  and  lack  catarrhal  symptoms,  such 
as  hoarseness  and  cough. 

Prognosis.  — Always  favorable. 

Treatment. — A  sponge  moistened  with  hot  water  may 
be  applied  to  the  throat,  or  the  child  maybe  placed  in  a  hot 
bath.  If  these  simple  measures  fail,  an  emetic  will  almost 
invariably  bring  relief.  Wine  of  ipecac  (l  dram)  maybe 
selected.  Subsequent  treatment  should  be  directed  to  the 
laryngeal  catarrh.  A  mixture  like  the  following  will  be 
found  useful : 

R.    Tinctufse  aconit't  .    ,  Tll'^'t 

Vini  ipecacuanhse    .    .  ^3] 

Potassij  bn>midi     .        3ss 

P<itassii  citratis ,        •    ^j 

Syrupi  lolutani      . f  J^j 

Aquae     *....,..,.    q.  &.  ad  f  sij, — M, 

Sin. — ^A  teaspoonful  every  iwo  or  thre«  hours  lor  a  child  of  lw« 
years. 
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MEMBRANOUS  CROUP. 

(Croupous  Laryngitis ;  True  Croup  ;  PseudomembranouB 
Lar3nicitis.) 

See  Laryngeal  Diphtheria, 


CHRONIC  LARYNGITIS. 

Simple  Chronic  Catarrhal  Laryng^itis, — This  may 
follow  an  acute  attack,  or  it  may  develop  gradually  from 
overuse  of  the  voice,  excessive  smoking,  or  inhalation  of 
dust  or  irritant  vapors. 

Symptoms. — These  consist  in  moderate  hoarseness,  apho- 
nia after  continued  speaking,  slight  cough,  and  scanty  ex- 
pectoration of  grayish  mucus  tinged  with  dust  or  other 
impurities. 

Laryn^^oscopic  exami Nation  reveals  redness  and  swelling 
of  the  vocal  cords  or  of  the  entire  larynx. 

Treatment.^ — The  use  of  the  voice  should  be  restricted. 
Coexisting  nasal  or  pharyngeal  disease  should  receive  atten- 
tion. The  patient  must  learn  to  use  the  voice  properly, 
expelling  sounds  by  the  abdominal  muscles  and  diaphragm, 
and  not  by  the  muscles  of  the  throat.  Flannel  protectors 
should  be  avoided,  and  the  application  of  cool  water  to  the 
neck,  night  and  morning,  instituted  in  their  stead.  Tonics 
are  frequently  indicated. 

Thorough  cleansing  of  the  nose,  throat,  and  larynx  should 
be  secured  by  means  of  mild  alkaline  sprays  (Dobell's  solu- 
tion). Astringent  sprays  like  the  following  are  useful: 
Zinc  acetate,  3  to  5  grains  to  the  ounce;  ztnc  sulphocarbo- 
late,  2  to  3  grains  to  the  ounce  ;  alum,  3  to  5  grains  to  the 
ounce.  Direct  applications  of  silver  nitrate  (3  to  5  grains 
to  the  ounce)  are  also  very  efficacious. 

TabercalOUS  I^aryng^itis. — This  may  be  primary,  but 
it  is  more  often  secondary  to  tuberculosis  elsewhere,  espe- 
cially the  lung. 

Symptoms* — These  consist  in  hoarseness,  aphonia,  hacking 
cough,  and  pain  in  the  throat,  increased  by  coughing,  speak- 
ing, and  swallowing. 
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Laryngoscopic  Examination.— 'Wi^  mucous  membrane 
swollen, //z/t',  and  edematous.  The  ary'tenoid  cartilages  are 
especially  involved,  and  the  membrane  between  them  is 
often  the  seat  of  a  hill-like  infiltration.  Tuberculous  ulcers 
are  usually  shallow  and  have  a  broad  base,  an  irregular  nut- 
line,  and  an  uneven  surface.     They  are  extremely  painful 

Treatment. — The  general  treatment  should  be  that  of  pul- 
monary tuberculosis.  The  parts  should  be  frequently 
cleansed  with  alkaline  detergent  sprat's.  Terebene,  com- 
pound tincture  of  benzoin,  or  eucalyptol  may  be  used  in  a 
respirator  or  inhaled  from  the  surface  of  boiling  water. 
Radical  treatment  consists  in  rubbing  in,  under  cocain  anes- 
thesia, lactic  acid  (30  to  75  per  cent,  solutions).  Palliative 
treatment  consists  in  applying  cocain  in  solution  (4  to  10 
per  cent.)  or  orthoform,  morphin,  or  iodoform  in  powder. 
The  following  insufflation  is  useful: 


B»    Orthofomi     , 

Acidi  boric i      .    . 
Morphin  a*  sulpbalii 


4 


Syphilitic  laryngitis  ma\'  manifest  itself  as  a  catarrhal 
inflammation,  mucous  patches,  gummatous  infiltration^  or 
ulceration.  The  ulcers  are  more  or  less  circular,  deep,  and 
sharply  circumscribed.  They  are  frequently  found  on  the 
epiglottis.  Rapid  necrosis  and  exfoliation  of  the  cartilage 
may  follow.     Pain  is  often  slight, 

BiagnosiB. — The  history,  the  presence  of  other  syphilitic 
lesions,  the  deep,  clean-cut,  rapidly  spreading  ulcers,  the  effect 
of  treatment,  and  the  absence  of  marked  pain  and  of  pulmo- 
nary lesions  well  serve  to  distinguish  syphilis  from  tuber- 
culosis. 

Treatment,— Constitutional  treatment  with  iodids  and 
mercurials  is  of  the  first  importance.  Local  cleanliness 
shoidd  be  secured  by  thorough  spraying  with  some  alkaline 
antiseptic  solution.  Ulcers  may  be  touched  with  silver 
nitrate  (melted  on  a  sihxr  probe),  acid  nitrate  of  mercury  (i 
to  5  parts  of  water),  or  chromic  acid  (i  to  8  parts  of  water). 
Insufflations  of  iodoform  are  also  useful.  Cicatricial  steno- 
sis may  call  for  gradual  dilatation  or  even  tracheotomy. 
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LARYNGISMUS  STRIDULUS. 


(Spasm  of  the  Qlottis;  Laryngospasmus :  ' 
Definition. — A  paroxysmal  neurosis. 


GMld-crowlBg.") 
charade rized  by 


reflex  spasm  of  the  adductors  of  the  larynx,  and  not  excited 
by  any  local  inflammation. 

Etiologry- — It  usually  occurs  in  rachitic  infants  between 
six  months  and  two  years  of  age.  The  attacks  may  be 
brought  on  by  frij^ht,  gastric  irritation,  exposure,  or  a  sud- 
den movcnKiiL 

Symptoms. — The  attacks  often  occur  on  waking  from 
sleep,  and  are  characterized  by  a  sudden  arrest  of  breathing 
and  tonic  muscular  spasms.  The  face  is  pale,  and  later 
cyanosed  ;  the  eyes  are  rolled  up ;  the  body  is  arched  ;  the 
thumbs  are  turned  into  the  palms;  the  legs  are  extended, 
and  the  soles  turned  inward.  In  a  few  seconds  the  spasm 
relaxes,  and  air  is  drawn  through  the  glottis  with  a  shrill, 
crowing  sound. 

The  .seizures  vary  greatly  in  frequency:  several  may 
occur  in  a  day.  or  they  may  be  weeks  apart. 

Diagnosis.— The  intermittent  character  of  the  affection  ; 
the  peculiar  crowing  inspiration  ;  the  absence  of  fever,  cough, 
and  hoarseness  will  ^tVfo^  to  distinguish  laryngismus  from 
croup. 

Prognosis. — Favorable.  In  the  very  young  death  may 
result  from  suffocation. 

Treatment.  —  The  Paroxysm. — Cold  water  may  be 
dashed  on  the  face  and  head,  or  a  few  drops  of  nitrite  of 
amyl  may  be  placed  on  a  handkerchief  and  held  before  the 
nose. 

The  Intcr:*ai. — Careful  search  should  be  made  for  some 
exciting  cause;  the  gums  may  require  lancing,  or  the  gas- 
tro-intestinal  tract  may  demand  attention.  The  child  shuuld 
be  placed  under  the  best  hygienic  conditions.  The  food 
should  be  plain  and  nutritious;  tonics,  like  cod-liver  oil, 
hypophosphites,  and  arsenic,  are  generally  indicated.  The 
bromid  of  sodium  is  an  efficient  antispasmodic,  and  may  be 
advantageously  combined  with  antipyrin : 
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Et.      Soclii  bromidi     .  .    ^Us 

Antipyriu.t    .    ,  &''•  xx-xxx 

Glycerim       fjss 

Aqua?  mcnthie  pipcritae   . ^"j* 

SiG. — A  teaspoonfiil  four  times  a  day. 
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EDHVIA  OF  THE  LARYNX. 
(Edema  of  tbe  Glottis. ) 

Definition. — An  in  filtration  of  serous  fluid  into  the  sub- 
mucous tissue  of  the  larynx. 

Etiologfy.^lt  occasionally  results  from  severe  attacks 
of  catarrhal  laryngitis.  It  may  be  induced  by  severe  in- 
flammation  of  neighboring  organs— as  the  tonsils,  parotid 
glands,  and  phar>^nx.  It  may  be  a  complication  of  some 
acute  infectious  disease — like  diphtheria,  scarlet  fever,  or 
facial  erysipelas.  It  is  sometimes  associated  with  ulcerative 
afiTections  of  the  lar)'nx,  like  tuberculosis  and  syphilis.  It 
may  be  excited  by  the  irritation  of  burns,  scalds,  or  caustics. 
It  occasionally  occurs  abruptly  in  the  course  of  Bright's 
disease. 

Patliology. — The  connective  tissue  of  the  larynx  is  in- 
filtrated with  a  serous  or  seropurulent  fluid.  The  mucous 
membrane  is  tense  and  changed  in  color. 

Symptoms.^These  are :  hoarseness  of  the  voice,  and 
later  aphonia;  extreme  dyspnea,  at  first  on  inspiration ^  but 
later  on  expiration  also ;  stndulous  respiration  ;  barking 
cough ;  and  the  evidences  of  dyspnea — namely,  anxious 
face,  protruding  eyes,  blue  lips,  prominent  sternocleido- 
mastoids, and  retraction  of  the  base  of  the  chest  When 
the  epiglottis  is  involved,  the  swelling  can  be  detected  by 
the  finger  in  the  throat. 

Laryngoscopk  Examination. — The  mucous  membrane  is 
swollen  and  of  a  reddish-purple  color.  The  epiglottis  may 
resemble  a  round,  translucent  tumor.  In  infraglottic  edema 
the  upper  part  of  the  larynx  may  appear  normal,  but  swollen 
and  edematous  membrane  is  seen  projecting  through  the 
glottis.     The  vocal  cords  arc  rarely  affected. 

ProgTlOSis.' — Kxlremely  grave. 

Treatment. — Mild  inflammatory  edema  sometimes  yields 
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to  the  sucking  of  ice»  local  bloodlettings  the  application  of 

ice  to  the  neck,  astringent  sprays  (alum,  adrenalin,  tannic 
acid),  and  the  administration  of  saline  purges.  When  the 
symptoms  become  urgent,  the  parts  should  be  scarified 
under  cocain  anesthesia,  and  if  this  fails,  tracheotomy  should 
be  performed  at  once. 


DISEASES  OF  THE  LUNGS. 
BRONCHITIS. 

Definition. — An  infianimation  of  the  bronchial  tubes, 
characterized  by  substernal  soreness,  cough,  mucopurulent 
expectoration,  and  dry  and  moist  rales. 

Varieties. — (i)  Acute  catarrhal  bronchitis;  (2)  chronic 
catarrhal  bronchitis ;  (3)  fibrinous  bronchitis. 

ACUTE  CATARRHAL  BRONCHITIS, 

Etiology. — A  cold,  damp  clioiatc  ;  changeable  weather ; 
occupations  that  necessitate  confinement  or  the  inhalation 
of  irritating  dusts  or  vapors;  the  gouty  diathesis;  and 
chronic  heart  disease  are  general  predisposing  factors. 

Exposure  to  cold  and  wet,  particularly  when  the  body  U 
overheated,  or  the  inhalation  of  irritating  gases  or  dusts  is 
the  usual  exciting  cause.  Acute  bronchitis  is  also  an  asso- 
ciated condition  in  certain  infectious  diseases,  especially 
measles,  whooping-cough,  typhoid  fever,  and  influenza. 

Micro-organisms  (streptococcus,  staphylococcus,  and  pneu- 
mococcus)  are  without  doubt  important  etiologic  factors. 

Pathology, — In  most  cases  the  trachea  and  large  tubes 
only  arc  affected.  The  mucous  membrane  is  red,  swollen, 
injected,  and  more  or  less  covered  with  tenacious  mucopus. 

Microscopic  examination  reveals  desquamation  of  epithe- 
lium and  infiltration  of  the  submucous  tissues  with  leuko- 
cytes. 

Symptoms. — The  chief  features  are:  Chilliness;  malaise; 
a  sense  of  soreness  and  constriction  behind  the  sternum, 
which  is  increased  by  coughing  ;  slight  fever  (100^  to  102° 
F.),  with  its  associated  symptoms ;  and  cough,  which  is  at 
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first  dry  and  painful,  but  later  accompanied  by  free  muco- 
purulent expectoration. 

Physical  Sigfns* — Inspection,  palpation,  and  percussion 
usually  give  negative  results. 

Auscultation  at  first  reveals  sibilant  and  sonorous  rales 
on  both  sides  of  the  chest,  and  in  the  second  stage,  when 
secretion  is  established,  moist  rales. 

Diagnosis. — Imiliieiiia. — High  fever,  severe  pain  in  the 
head,  back,  and  limbs,  and  great  prostration  will  serve  to 
distinguish  influenza  from  bronchitis  when  the  former  is 
prevalent. 

Catarrhal  Paeumoma* — Moderately  high  and  irregular 
fever^  prostration,  pronounced  dyspnea,  cyanosis,  and  phy- 
sical signs  indicating  consolidation  will  aid  in  the  recognition 
of  pneumonia. 

Prognosis. — Favorable.  In  the  old,  young,  and  feeble 
there  is  danger  of  its  leading  to  capillary  bronchitis  or  ca- 
tarrhal pneumonia.    The  duration  is  from  one  to  three  weeks. 

Treatment. — If  the  patient  be  weak  or  old,  he  should 
be  confined  to  his  room  or  even  to  bed  ;  the  atmosphere 
of  the  room  should  be  kept  warm  and  moist.  If  the  patient 
be  seen  at  the  outset,  it  is  useful  to  promote  free  diapho- 
resis, and  this  may  be  accomplished  by  means  of  a  hot 
foot-bath,  with  hot  drinks  and  a  full  dose  of  Dover's  pow- 
der. Counterirritation  to  the  chest  in  the  form  of  sinapisms 
or  stupes  is  very  beneficial.  The  food  should  be  simple 
and  readily  digestible,  and  the  bowels  should  be  kept  reg- 
ularly open  by  the  aid  of  mild  aperients.  In  the  early 
stage,  when  there  is  no  secretion,  sedative  expectorants — 
ipecac,  potassium  citrate,  tartar  emetic,  and  apomorphin — 
are  indicated.  It  is  usually  necessarv^  to  add  a  sedative, 
like  opium  or  one  of  its  derivatives  (codein,  \  to  \  grain,  or 
heroin,  ^^  to  ^  grain)  to  allay  the  distressing  cough.  A 
combination   hkc  the  following  will  be  found  useful; 

B.    Potftssii  dlratis ,    ...    5iij 

Vini  ipecacuanhsc    .....,.,      ^'»^s 
Tinctuni:  opii  camphorate  .    .        ...  ^it} 

Succi  limonis <^j 

Syrupi c{.  s.  f^  vj. — M. 

SiG. — A  tablespoon  fill  every  four  hours. 
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When  the  secretion  becomes  more  abundant,  stimulant 
expectorants  are  indicated.  One  of  the  most  reliable  mem- 
bers uf  this  class  is  ammonium  chlorid;  it  maybe  pre- 
scribed in  some  simple  vehicle,  like  brown  mixture,  or  with 
squills,  as  in  the  following  formula: 

H-    Ainmonii  cbluridi     . S"-'^ 

Syrupi  scillae fjv 

Tinctune  opii  dcodorati tTL<l 

Extracli  glycyrrbiiae  .    %\ 

Glycenni .  \Xi>& 

Aquae q.  s.  ad  fiiv. — M. 

Sic. — A  desftcrupoonful  i»  water  every  four  hours. 

Among  other  useful  stimulant  expectorants  may  be  men- 
tioned terpin  hydrate,  tcrcbene,  oil  of  eucalyptus,  oil  of 
santal,  and  tan  Such  combinations  as  the  following  are 
often  serviceable  when  the  catarrh  tends  to  become  subacute: 


Or: 


B.    Terebini 

Olei  sanUU  .... 
Strychninae  su1phaii& 
Codcin.  sulpUalis     .    . 

Pone  in  c.ipuli^  No,  xij. 

SiG. — One  every  four  liours. 


B. 


Aft  r^fitf 

.   gr.  i]-iij. — M. 


Ammonti  chloridi    .  ^:;j 

Vini  picis  liquidg^ 

MiAtune  gtycyrrhizse  compositae     .     ftft  l^^- — ^ 
SlG. — A  dessertspoonful  ever>'  two  or  three  houn.     (Muster.) 


In  the  aged  and  infirm  alcoholic  stimulants  are  often  re- 
quired to  combat  general  adynamia.  Strychnin  is  a  most 
valuable  adjunct  to  the  expectorants  when  there  are  indica- 
tions that  the  heart  is  becoming  strained  by  the  violent 
paroxysms  of  cough.  Should  there  be  evidence  of  pro-, 
nounced  cardiac  failure,  it  will  be  necessary  to  employ^ 
digitalis. 

Such  tonics  as  cod-liver  oil,  iodid  of  iron,  quinin,  and 
arsenic  are  often  useful  during  convalescence  from  severe 
and  prolonged  attacks.  Much  benefit  will  also  be  obtained 
from  suitable  change  of  chmate. 
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CHRONIC  BRONCHITIS, 

(Ohromc  BroncMsd  Catarrli ;  Winter  Cougli.} 

Etiology. — It  may  result  from  the  continuation  of  an 
acute  attack  ;  but  more  frequently  it  develops  gradually  in 
association  witli  gout  or  chronic  heart  or  kidney  disease. 
It  is  especially  common  in  the  old.  It  is  an  associated  con- 
dition in  emphysema,  phthisis,  chronic  interstitial  pneumonia, 
and  in  many  cases  of  asthma, 

Patliology. — ^The  mucous  membrane  of  tJie  bronchi  is 
sometimes  thickened  and  roughened  from  an  overgrowth 
of  the  connective  tissue ;  in  other  cases  tiic  mucosa  is  thin 
from  atrophic  changes.  The  surface  is  usually  covered  with 
mucopus ;  ulcers  are  occasionally  noted. 

Long-standing  bronchitis  leads  to  dilatation  of  the  tubes 
(bronchiectci>is)  and  to  emphysema. 

Syniptoms. — The  ciiicf  features  arc  :  Persistent  cough 
with  more  or  less  mucopurulent  expectoration;  a  sense  of 
soreness  behind  the  sternum.  Fever  is  usually  absent,  and 
unless  the  disease  is  very  severe,  the  general  health  may  be 
fairly  well  prescr\^ed.  Dyspnea  on  exertion  is  sometimes 
a  troublesome  symptom  ;  it»  however,  belongs  more  to  the 
resulting  emphysema  than  to  the  bronchitis, 

Physical  Signs. — Unless  emphysema  has  developed, 
inspection,  palfjation,  and  percussion   give  negative  results. 

Auscultation  sometimes  reveals  rales,  some  of  which  are 
dry  and  wheezing,  while  others  are  moist  and  bubbling. 

Bronchorrhea.^This  term  is  applied  to  cases  of  chronic 
bronchitis  which  are  associated  with  a  ver\^  copious  expec- 
toration. The  sputum  is  generally  mucopurulent,  and 
sometimes  very    offensive  (fetid  bronchitis.) 

Dry  Catarrli. — This  fi:)rm,  described  by  Lacnnec  as  ca- 
tarrhc  st\\  is  characterized  by  severe  spells  of  coughing  that 
are  accompanied  by  little  or  no  expectoration.  It  \?y  gen- 
erally seen  in  the  old  in  association  with  emphysema  or 
asthma. 

Diagnosis.— Phthiais. — The  absence  of  fever,  of  hemor- 
rhage, of  bacilli  in  the   sputa,  and   of  signs   indicating  con- 
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soltdation  will  serve  to  distinguish  chronic  bronchitis  from 
phthisis. 

BroncMectasis. — This  often  resuhs  from  chronic  bron- 
chitis. It  is  characterized  by  paroxysms  of  cough  attended 
with  the  expectoration  of  large  quantities  of  purulent  secre- 
tion o(  an  extremely  offensive  odor.  There  may  be,  also, 
physical  signs  of  one  or  more  cavities  near  the  root  or  base 
of  the  lung. 

Emphysema, ^ — Marked  dyspnea,  distention  of  the  chest, 
hyperresonance  on  percussion,  and  a  prolonged  feeble  ex- 
piration on  auscultation  will  indicate  emphysema. 

Sequelae. — Emphysema,  bronchiectasis,  and  dilatation  of 
the  right  vcntnclc. 

Prognosis. — Perfect  recovery  is  rarely  attainable,  but  the 
disease  is  not  incompatible  with  long  life. 

Treatment, — Treatment  must  be  directed  toward  the 
prevention  of  recurrent  attacks,  and  the  removal,  if  possible, 
of  the  underlying  cause.  Change  of  climate,  esjiecially  in 
winter,  is  most  beneficial.  When  there  is  much  secretion,  a 
dry,  warm  climate  is  generally  to  be  recommended,  whereas 
if  there  be  httle  exf:>ectoration,  a  moist  warm  climate  is 
preferable.  When  patients  cannot  afford  to  travel,  they 
should  remain  indoors  as  much  as  possible  in  bad  weather, 
and  lake  ever>^  precaution  against  exposure.  Flannel  should 
at  all  times  be  worn  next  to  the  skin,  the  ^q^I  should  be  kept 
dry,  and  night  air  should  be  avoided. 

Underlying  chronic  diseases  should  receive  appropriate 
treatment.  When  cardiac  insufficiency  is  present,  digitalis 
or  str>'chnin  will  be  required.  When  there  is  general 
malnutrition,  such  remedies  as  iron,  arsenic,  cod-liver  oil,  and 
hypophosphitcs  may  be  given  with  advantage.  When  gout 
is  a  factor,  iodids  and  alkalis  will  prove  serviceable. 

llic  most  useful  direct  remidics  arc  the  stimulant  ex- 
pectorants, such  as  terebenc,  oil  of  eucalyptus,  rayrtol,  oil  of 
santal,  oil  of  copaiba,  oil  of  cubeb.  and  tar.  When  the 
sputum  is  heavy  and  purulent,  no  drug  acts  so  well  as  crea- 
sote  or  the  carbonate  of  guaiacuh  Potassium  iodid  may  be 
tried  when  the  expectoration  is  scant>'  and   viscid.     Mild 
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anodynes — heroin  or  codein — ^arc  often  necessary  to  control 
harassing  cough.  The  following  formulas  will  illustrate  the 
manner  in  which  these  remedies  may  be  combined : 

R.    Terebini 

Olei  eucalypti 

Olei  santali ftft    fSH's 

Codeinae F-i'J-TJ* — M. 

Pone  in  capsulas  No.  xxiv. 

SiG. — One  after  each  meal  and  at  bedtime. 

R.    Teqrini  hydratis jj 

Guaiacolis  carlmnatis ^j 

Strychninae  sulphatis gr.  ss 

Codeinse gr.  iij. — M. 

Pone  in  capsulas  No.  xxiv. 

SiG. — One  or  two  capsules  three  or  four  times  a  day. 

B-    Apomorphinae  hydrochloridi ET'  ss 

Syrupi  pruni  virginianac ^ij 

Syrupi  picis  liquidx IJ*^* — ^' 

SiG. — A  tal)lesix)onful  thrice  daily.     (MUKRELL.) 

Inhalations  (eucalyptol,  terebene,  oil  of  Scotch  fir,  com- 
pound tincture  of  benzoin,  etc.)  are  often  efficacious.  Such 
a  mixture  as  the  following  may  be  employed  several  times  a 
day  in  an  oronasal  respirator : 

R.    Chloroformi f^ss 

Creasoti 

Terebini 

Olei  pini  sylvestris &A  H^iss 

Alcohulis q.  s.  ad  f^j. 

Sir.. — From  5  to  20  drops  to  be  used  in  the  inhaler  several  timet 
a  day. 

Countcrirritation,  preferably  with  iodin  or  small  blisters,  is 
often  of  great  service  in  lessening  the  severity  of  acute 
exacerbations. 
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FffiRlNOUS  BRONCHITIS. 

(Croupous  BroncMtiB ;  Pseudomembranous  BroncMtifiO 

Definition. — A  rare  affection  characterized  by  the  ex- 

p:;ctoratit>ti  of  fibrinous  casts  of  certain  portions  of  the  bron- 
chial tree. 

Btlolog*y, — ^The  causes  are  unknown.  In  some  cases  it 
has  been  associated  with  tuberculosis,  while  in  utliers  there 
has  been  chronic  he^rt  disease. 

Pathology. — The  disease  is  often  limited  to  a  certain 
number  of  bronchi.  Some  of  the  alTecled  tubes  arc  found 
filled  with  a  fibrinous  exudate,  while  others  are  found  empty 
and  .show  a  loss  of  epithelium.  The  casts  are  usually  cx- 
j^elled  in  the  form  of  whitish  balls,  which,  when  unrolled  in 
water;  prei^ent  branching  molds  of  the  divisions  and  sub- 
divisions of  the  aflfcctecl  bronchi.  On  close  examination  they 
are  found  to  be  hollow  and  laminated.  Under  the  micro- 
scope, a  homogeneous  or  fibrillated  membrane  is  obscr\'ed, 
imbedded  in  wliich  are  leukocytes,  fat-drops,  particles  of 
pigment,  epithelial  cells,  and  occasionally  f-eyden's  octa- 
hedral crystals. 

Symptoms. — .\cute  and  chronic  f*>rms  arc  recognized. 
The  former  is  rj.rc,  and  manifests  the  symptoms  of  a  severe 
attack  o(  acute  bronchitis,  but  the  sputa  contain  fibrinous 
casts  and  there  is  marked  dyspnea. 

The  chronic  form  is  characterized  by  severe  cough,  parox- 
ysms of  dyspnea,  and  the  expectoration  of  fibrinous  plugs. 
Hemoptysis  is  not  uncommon.  The  physical  signs  are 
those  of  chronic  bronchitis  and  emphysema.  The  disease 
often  lasts  a  few  weeks,  and  tlien  disappears,  to  return  again 
at  definite  periods. 

Prognosis,— In  the  acute  variety  the  prognosis  must  be 
guarded;  death  frequently  results  from  suffocation. 

The  chronic  variety  runs  a  ver)'  protracted  course. 

Treatment. — In  the  acute  cases  the  atmosphere  of  the 
room  should  be  kept  moist  and  uniformly  warm.  Inhala- 
tions of  alkaline  vapors  (lime-water)  appear  to  be  beneficial. 
Counterirritants  should  be  applied  to  the  chest.  Emetics 
sometimes  aid  in  the  expulsion  of  loose  casts.  Sedative  or 
stimulant  expectorants   may  be  prescribed,  as  in  catarrhal 
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bronchitis.     In  the  chronic  form  potassium  iodjd  may  also 
be  given. 

BRONCHIECTASIS. 

(Dilatation  of  the  Bronchi.) 

Definition, — A  uniform  or  circumscribed  dilatation  of 
the  bronchi. 

Etiolog:y, — It  is  most  frequently  the  result  of  chronic 
bronchitis,  weakening^  of  the  walls  of  the  bronclii  from  the 
inflammation  and  increased  pressure  from  the  violent  cough- 
ing being  the  determining  factors.  It  is  occasionally  excited 
by  obstruction  to  a  bronchus  from  a  foreign  body  or  the 
pressure  of  an  aneurysm.  Finally,  the  contraction  of  over- 
grown connective  tissue  in  fibroid  pneumonia,  chronic 
phthisis,  and  chronic  pleural  thickening  sometimes  induces 
marked  eclasy. 

Pathology.— Two  forms  are  noted:  (i)  The  cyh'ndric 
form,  in  which  the  tubes,  particularly  those  of  medium  size, 
are  uniformly  dilated  in  one  or  both  lungs;  and  (2)  the 
saccular  form,  in  which  the  tubes  swell  out,  here  and  there, 
into  circumscribed  dilatations  that  may  reach  several  inches 
in  diameter.  Bronchicctatic  ca\  itics  are  hoed  with  mucous 
membrane,  but  the  latter  is  often  atrophied,  indurated,  or 
ulcerated. 

Symptoms. — The  chief  symptoms  are  paroxysmal  cough, 
dyspnea,  and  copious  expectoration.  The  last  is  character- 
istic;  it  is  apt  to  occur  periodically  in  gushes;  the  material 
has  a  highh'  offensive  odor,  and  when  allowed  to  stand  in  a 
glass  vessel,  separates  into  three  layers :  an  upper  layer  of 
dirty  brown  froth,  a  middle  layer  of  turbid  mucus,  and  an 
under  layer  of  decomposed  pus.  Microscopically,  it  contains 
pus-corpuscles,  fat  crj'stals,  crystals  of  hematoidin,  and 
numerous  micro-organisms,  but  no  tubercle  bacilli.  Elastic 
fibers  are  rarely  found.     Menioptysis  is  not  uncommon. 

Physical  Sigrns. — In  the  cylindric  variety  the  signs  are 
those  of  chronic  bronchitis.  The  saccular  variety  may  pre- 
sent the  signs  of  tuberculous  cavities — localized  tympany, 
cavernous  breathing,  gurgling  rales,  and  pectoriloquy.    Bron- 
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chiectatjc  cavities  are  usually  near  the  root  or  the  base  of  the 
lung. 

Diagnosis. — Phthisis. — ^The  marked  constitutional  symp- 
toms, the  apical  location  of  the  cavities,  the  signs  of  consoli- 
dation around  the  cavities,  and  the  presence  of  tubercle  bacilli 
in  the  sputum  will  estabhsh  the  diagnosis. 

Prognosis. —  Ihcro  is  little  prospect  of  cure,  but  life  may 
be  prolonged  indefinitely. 

Treatment. — The  general  treatment  is  that  of  chronic 
bronchitis^  The  most  useful  ex|)ectorants  are  oil  of  eucal>'p- 
tus,  oil  of  santal,  tercbene.  tar,  guaiacol  carbonate,  and  crea- 
sole.  Inhalations  of  terebene,  carbolic  acid,  crcasotc,  etc., 
lessen  cough  and  aid  in  destroying  the  fetid  odor  of  the 
breath.  When  a  single  large  cavity  can  be  definitel)'  located 
in  the  lower  lobe,  incision  and  drainage  may  be  considered. 

ASTHMA. 

Definition. — Parox\  smal  dyspnea  due  to  spasm  of  the 
bronchi  or  to  sudden  swelling  of  the  bronchial  mucosa. 

Etiology. — Asthma  is  a  symptom  of  several  diseases, 
but  a  hypersensitive  condition  of  the  mucous  membrane  of 
the  respirator)'  tract  apfxrars  to  be  essential  to  its  production. 
When  this  condition  prevails,  asthma  may  be  induced — ^(i) 
By  tlic  pulmonary  congestion  of  cardiac  disease  (cardiac 
asthma);  (2)  by  the  uremic  intoxication  or  transient  pul- 
monary edema  of  Bright's  disease  (renal  asthma);  or  (3)  by 
some  irritant  from  without,  as  the  pollen  of  plants  (hay- 
asthma};  {4)  sometimes  the  paroxysms  are  excited  by  the 
most  trivial  causes,  as  an  atmospheric  change  or  a  f>cculiar 
odor,  and  to  this  form  many  writers  restrict  the  term  asthma. 
This  last  will  be  discussed  under  the  liead  of  Essential  Asthma. 


ESSENTIAL  ASTHMA. 
(Bronchial  Asthma;  Nervous  Asthma;  Spasmodic  Asthma.) 

Etiology. — Heredity, a  neurotic  temperament,  and  lesions 
of  the  upper  air-passages  (hypertrophic  rhinitis,  polyps,  etc.) 
are  predisix»sing  factors.  More  males  are  affected  than 
femaJes,    It  may  develop  at  any  age.    Atmospheric  changes, 
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the  inhalation  of  certain  kinds  of  dust,  the  odor  of  certain 
animals  or  plants,  reflex  irritation,  indigestion,  a  change  of 
localit)%  or  bronchial  catarrh  may  serve  as  an  exciting  cause. 

Pathology,— The  disease  is  a  pure  neurosis,  and  the 
paroxysms  probably  result  from  spasm  of  the  bronchial 
muscles  or  a  sudden  vasomotor  turgescence  of  the  broncliial 
mucosa. 

Symptoms* — The  paroxysms  often  appear  suddenly^  but 
in  some  cases  certain  symptoms  precede  and  i^jve  warning 
of  the  approach! nt,r  attack  ;  anion l;  these  are  chilliness^ 
flatulence,  sneezinj^,  and  a  copious  discharge  of  pale  urine. 
The  attacks  most  often  occur  at  night.  There  is  a  sense  of 
oppression  and  anxiety,  followed  by  dyspnea  so  intense  that 
the  patient  runs  to  the  window  for  air,  or  sits  upright  with 
his  arms  in  such  a  position  that  he  can  bring  into  play  the 
auxiliary  muscles  of  respiration.  The  face  is  pale  and 
anxious,  the  lips  are  blue,  and  the  surface  is  covered  with 
pi  of  use  perspiration.  The  respirations  are  not  rapid,  but 
labored  and  noisy.  Cough  is  usually  present,  and  is  asso- 
ciated with  the  expectoration  of  thick,  tenacious  mucus. 
On  close  examination  little  grayish  plugs  can  be  detected  in 
the  sputum.  These,  under  a  pocket-lens,  are  seen  to  consist 
of  delicate  spirals  of  mucus  that  have  been  molded  in  the 
finer  bronchioles  (Curschniann's  spirals). 

Microscopic  examination  also  reveals  eosinophile  cells  and 
octahedral  crystals  (Charcot-I.eN'den  crystals). 

The  paroxysms  may  last  from  a  few  minutes  to  many 
hours,  and  may  recur  for  several  successive  nights,  or  may 
disappear  entirely  for  weeks  or  months. 

Pliysical  Sig^S^ — htspeciion  reveals  expiratory^  dyspnea 
and  distention  of  the  chest. 

I\rafSsiofi  reveals  h\'perresonance. 

Ausatitatioff. — Vesicular  breathing  is  weak  and  obscured 
b\'  abundant  sibilant  and  sonorous  rales.  The  latter  are  esp>e- 
cially  marked  in  ex])]ration,  which  is  greatly  prolonged  and 
wheez)', 

Diagnosis. — Cardiac  and  renal  astlima  are  to  be  distin- 
guished from  essentia!  asthma  by  the  histor)'  and  by  tile 
evidence  of  organic  heart  or  kidney  disease. 
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Hay-asthma  may  be  recognized  by  the  periodicity  of  the 
attacks  and  the  associated  coryza  ami  sneezing. 

Lazyngeal  ObstmctioB  from  Foreign  Bodies,  Croup,  Paralysis 
of  the  Vocal  Cords,  or  Edema, — The  dyspnea  is  with  inspira- 
tion, and  the  chest,  uistead  of  being  distended,  is  retracted, 
especially  at  the  base. 

Sequelae. — Emphysema  invariably  fijliows  when  the 
asthma  is  of  long  duration;  it  results  from  the  tension  to 
which  the  vesicles  are  subjected  during  the  expiratoiy  ciTort. 
Dilatation  of  the  right  ventricle  is  also  a  remote  sequel. 

Prognosis* — The  disease  does  not  prove  fatal  except 
through  comphcations  or  sequelae.  Recover>'is  rare.  Cases 
associated  with  some  definite  reflex  irritation,  as  nasal  ob- 
struction, occasionally  recover  when  the  cause  is  removed. 

Treatment. —  The  JnUnai. — The  cause  must  be  sought 
fnr  in  ever>'  case,  and  removed  if  possible.  Digestive  dis- 
turbances should  always  receive  careful  attention.  Chronic 
bronchitis,  emphysema,  and  dilatation  of  the  heart  are  fre* 
fjuent  concomitants  of  asthma  and  call  for  special  treatment. 
Change  of  climate,  even  though  slight,  generally  proves  of 
decided  service,  but  the  choice  of  locality  must  be  deter- 
mined very  largely  by  the  persona!  experience  of  the 
patient.  Many  sufferers  do  better  in  the  smoky  atmo- 
sphere of  cities  than  in  the  country,  but  a  dry  atmosphere 
with  a  moderate  elevation  is  better  suited  for  the  majority. 

Among  internal  remedies  none  has  proved  more  useful 
than  potassium  iodid  (5  to  lo  grains  thrice  daily)  in  averting 
attacks.  Tincture  of  belladonna  (3  to  5  minims  thrice  daily) 
is  a  valuable  adjunct  to  the  iodid.  Arsenic  may  be  tried  when 
the  iodids  fail,  Griiuiclia  robusta  is  sometimes  useful  when 
there  is  much  catarrh.  Strychnin  is  of  service  in  cases  asso- 
ciated with  emphysema. 

The  Attack, — Stmie  patients  derive  great  benefit  from  the 
fumes  of  ignited  stramonium  or  belladonna  leaves  or  pajjer 
that  has  been  impregnated  with  potassium  nitrate.  These 
agents  may  be  burnt  in  the  patient's  room  or  smoked  in  a 
pipe  or  in  the  form  of  cigarets.  Marked  alleviation  of  the 
paroxysms  is  often  obtained  from  the  inhalation  of  amyl 
nitrite  (5  to  6  minims),  ethyl  iodid  ^  10  to  20  minimsj^  or 
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a  few  whifTs  of  chlorofonu.  If  such  measures  fail  to 
afford  relief,  internal  remedies  most  be  used.  In  some 
cases  strong  hat  cofifee  acts  most  happily;  in  others  more 
benefit  is  derived  from  hot  whisky  and  water.  Among  the 
numerous  special  remedies  tliat  have  been  advocated  the 
following  appear  to  be  the  mo.st  reliable:  opium,  belladonna, 
bromids,  chloral,  paraldehyd,  Hoffmann*s  anodyne,  lobelia, 
and  quebracho. 

Few  attacks  will  resist  the  action  of  morphin  hypoder- 
mically  with  atropin,  but  the  greatest  caution  must  be  ex- 
ercised in  order  that  the  patient  may  not  become  addicted 
to  the  drug.  Heroin  hydrochlorid  hypodermically,  in  doses 
of  from  -j^  to  (^Q  grain,  may  often  be  substituted  for  morphin 
with  great  advantage.  When  the  attacks  are  associated 
with  bronchial  catarrh,  a  combination  hkc  the  following 
sometimes  proves  efficacious : 

R.     Tincturjc  t>elladnnDa.*  ........  fjj 

Tiiiciiirx'  lobelia:      fzUj 

Extract  I  aapidospermads  Huidi   .    .    .    •  ^5** 

Spirilus  aMheris  conipo&ili f^v 

Struntii  bromidi ,    ,   3"^ 

Klixihs  aromatici q.  s.  ad  f^iv. — ^f. 

SiG. — A  desscrLBjxKjMiful  in  water  every  Iwoor  three  hours. 

Among  other  measures  that  have  been  found  useful  in 
alleviating  asthmatic  attacks  may  be  mentioned  the  applica- 
tion of  sinapisms  to  the  chest,  the  inhalation  of  compressed 
air,  and  the  inhalation  of  oxygen. 

HAY   ASTHMA. 
(Hay-fever;  Autumnal  Catarrh ;  Bose-cold.) 

Definition. — A  catarrhal  affection  of  the  upper  air^pas- 
sages,  characterized  by  cor\'za  and  asthmatic  seizures,  and 
evoked  by  irritation  of  a  hypcrcsthetic  nasal  mucous  mem- 
brane. 

Etlology.^ — An  inherited  tendency,  nervous  tempera- 
ment,  indoor  life,  and  chronic  nasal  disease  are  predispos- 
ing factors.  The  attacks,  as  a  rule,  occur  in  the  autumn 
(autumnal  catarrh)  or  in  the  spring  (rose-cold),  and  are  ex* 
cited  by  certain  dusts,  vapors,  or  odors.     The  pollen  of 
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seems  to  be  a  common  excitant.  The  seizures  may 
ur  at  any  time  if  the  peculiar  irritant  is  present. 

Pathology. — An  essential  feature  is  the  hypersensitive 
condition  of  the  mucous  membrane,  and  this  is  often,  though 
not  invariably,  associated  with  hyj>ertrophic  rhinitis. 

Sytaptoms. — Redness  of  the  conjunctivae  and  swelling 
of  the  eyelids;  pruritus  of  the  nose  and  eyes;  sneezing; 
obstruction  of  the  nostrils  ;  watering  of  the  eyes  ;  a  copious 
discharge  of  mucus  from  tJie  nose;  headache;  cough;  and 
asthmatic  attacks  are  the  usual  phenomena. 

Rost-cold  usually  begins  in  May  or  June  and  runs  to  the 
latter  part  of  July.  Autumnal  catarrh  begins  in  the  latter 
part  of  August  and  ends  with  the  first  frost, 

Prognosis*^ — The  disease  never  proves  fataJj  but  perma- 
nent cure  is  very  rare. 

Treatment. — Careful  search  should  be  made  for  chronic 
nasal  disease^  and  if  found,  appropriate  treatment  instituted, 

A  change  of  climate  during  the  period  of  susceptibility 
exempts  most  patients.  A  sea-voyage  or  a  sojourn  in  some 
high-mountain  district,  like  the  White  Mountains,  Adiron- 
dacks,  Catskills,  or  Alleghanies,  may  be  recommended. 

Tonics  such  as  quinin,  arsenic,  and  strychnin  are  often 
\^xy  useful  when  administered  before  and  during  an  attack. 
To  allay  itching  and  lacrimation  the  eyes  may  be  washed 
with  a  solution  of  boric  acid  (lo  grains  to  the  ounce)  or 
sulphate  of  zinc  (i  to  2  grains  to  the  ounce).  Sneezing, 
nasal  fulness,  and  discharge  are  often  relieved  by  medi- 
cated sprays  (Dobell's  solution)  or  the  application,  on 
pledgets  of  cotton^  of  adrenahn  solution  (i  :  5000)-  In  some 
cases  Dunbar's  pollantin  acts  very  favorably. 


PULMONARY  EMPHYSEMA. 

Definition. — Abnormal  distention  of  the  lungs  with  air. 

Varieties. — (r)  Interlobular  Emphysema. — This  form  is 
rare,  and  results  from  the  rupture  of  tl)e  air-vesicles  and  the 

:ape  of  air  into  the  interstitial  tissue. 

(2)  Oompensatory  Emphysema, — This  is  a  vicarious  disten- 
^tion  of  one  part  of  the  lung,  owing  to  pathologic  changes  in 
another  part  of  the   organ.     It  is  primarily  physiologic, 
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though   atrophy   of  the  walls  of  the  air- vesicles  may  ul 
mately  ensue. 

(3)  AtropMc  or  Senile  Emphysema*— In  this  form  the 
capacity  of  the  air-vesicles  is  relatively  iiicreased,  owing  to 
atrophy  of  the  solid  tissue. 

(4)  Hypertropliic  or  Substantive  Emphysema. — This  is  the 
ordinary  form  of  emphysema.  It  is  characterized  by  a  great 
enlargement  of  the  lungs  in  consequence  of  overdistention 
of  the  air-vesicles. 

Compensator^'  emphysema,  atrophic  emphysema,  and  hy- 
pertrophic emphysema  together  form  a  subdivision  known 
as  vesicular  emphysema, 

HYPERTROPHIC  EMPHYSEMA. 

Definition, — A  pulmonary  dist^ase  characterized  ana- 
tomically b)'  dilatation  of  the  air-vesicles  and  atrophy  of 
their  walls  ;  and  clinically  by  permanent  enlargement  of  the 
thorax,  with  persistent  dyspnea, 

IJtiology* — Congenital  weakness  of  the  lung  structure — 
probably  a  defective  development  of  clastic  tissue — is  an 
important  predisposing  factor.  This  predisposition  may  be 
transmitted  through  several  generations. 

In  forced  expiration  the  air  cannot  escape  with  sufficient 
rapidity  through  the  narrow  glottis,  and  the  backward 
pressure  stretches  the  air-vesicles ;  hence  the  obstinate 
cough  of  chronic  bronchitis,  the  expiratory  straining  of 
asthma,  and  occupations  that  necessitate  forced  expiration, 
like  playing  on  wind-instruments  and  glajss-blowing»  are 
causal  factors. 

Pathology. — The  lungs  are  enlarged  and  do  not  col- 
lapse when  the  thorax  is  opened.  In  bad  cases  the  free 
margins  arc  studded  with  large  bull^  or  blebs  that  have 
resulted  from  the  rupture  of  a  number  of  vesicles  into  a 
common  sac.  The  organs  are  pale  and  have  a  soft,  cotton- 
like feel.  Microscopic  examination  reveals  atrophy  of  the 
vesicular  walls,  a  diminished  amount  of  elastic  tis5?ue,  and 
more  or  less  obliteration  of  the  pulmonary  capillaries. 
This  last  condition  leads  to  increased  tension  in  the  pulmo- 
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nary  artery  and  to  secondary  hypertrophy  of  the  right  ven- 
,  tricle. 

'  Symptoms^^The  disease  generally  manifests  itself  in 
middle  lile.  but  it  is  sometimes  observed  in  the  young. 
Dyspnea,  increased  by  exertion  ;  cyanosis,  often  extreme 
during  attacks  of  acute  bronchitis;  and  cough,  from  the 
associated  broncliitis,  arc  the  usual  symptoms.  In  advanced 
cases  edema  of  the  feet  may  result  from  cardiac  failure. 

Physical  Sigrns. — The  neck  is  short,  and  the  sterno- 
cleidomastoids are  prominent.  The  thorax  is  likewise 
short,  but  broad  especially  in  its  anteroposterior  diameter. 
This  configuration  has  given  rise  to  the  term  "barrel- 
shaped  '*  chest.  On  respiration  there  is  little  expansion,  but 
an  elevation  of  the  thorax  as  a  whole.  The  apex-beat  is 
invisible,  but  an  abnormal  pulsation  is  often  noted  in  the 
epigastrium. 

Palpation. — Vocal  fremitus  is  diminished. 

Ptrcussion. — This  gives  increased  resonance.  The  upper 
level  of  hepatic  dulness  is  depressed,  and  the  area  of  cardiac 
dulness  may  be  almost  obliterated. 

Auscultation. — ^Inspiration  is  short  and  feeble ;  expiration 
is  prolonged  and  low  pitched,  or  inaudible.  Rales  resulting 
from  the  associated  bronchitis  are  frequently  heard.  The 
pulmonary  second  sound  is  accentuated. 

Complications. — Bronchitis,  asthma,  dilatation  of  the 
right  ventricle,  and,  later,  tricuspid  regurgitation  and  dropsy. 

Diagnosis. — Chronic  Bronchitis. — In  this  disease  there  is 
no  marked  dyspnea ;  the  chest  is  not  enlarged  ;  there  is  no 
change  in  the  percussion-note  or  in  the  expiratory  sound. 

Pneamothoraz.^ — This  disease  develops  suddenly,  is  uni- 
lateral, and  yields  a  tympanitic  note  on  percussion  and 
metallic  tinkling  and  bell-t>'mpany  on  auscultation. 

Prognosis. — Emphysema  is  incurable,  but  its  advance 
lay  be  stayed  by  relieving  the  primary  condition.  It  runs 
a  long  course  and  is  in  itself  rarely  fatal,  but  death  may 
result  from  heart -failure  and  dropsy,  or  from  intercurrent 
pneumonia. 

Treatment. — The  treatment  advocated  in  chronic  bron- 
chitis and  asthnia  is  often  applicable  here.   The  patient  should 
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be  placed  under  the  most  favorable  hygienic  conditions.] 
Iron  is  indicated  in  the  anemic.  Strychnin  (^  to  ^  grain) 
is  a  valuable  respiratory  and  cardiac  stimulant,  and  may  be 
combined  with  digitalis  when  there  are  symptoms  of  heart- 
failure. 

R .     Slrychninx  sulphalis  -  ,    .    .    .  gr.  ss 

Puiveris  digitalis 

Fulveris  siCilUc 

Ferri  reducti     .        .  ,     &A  gr.  xx. — M. 

Fiaiit  pilula.*  No.  xx. 
Stc. — One  tlirice  daily. 

The  inhalation  of  oxygen,  or  the  inspiration  of  compresse< 
air,  followed  by  expiration  into  rarefied  air,  is  sometimes 
useful  measure, 

HEMOPTYSIS* 

(Bronchorrliagia:  Bronchopulmonary  Hemorrliage. ) 

Definition.^The  expectoration  of  blood. 

Etiology,— The  chief  causes  are :  (i)  Traumatism.  (2) 
Certain  organic  diseases  of  the  lung,  especially  tuberculosis, 
lobar  pneumonia,  bronchiectasis,  gangrene,  infarct,  and  can- 
cer. (3)  Passive  congestion  the  result  of  heart  disease, 
especially  mitral  lesions.  (4)  Rupture  of  an  aortic  aneur- 
ysm. (5)  Diseases  profoundly  affecting  the  blood,  such  as 
purpura,  hemophilia,  scurvy,  and  leukemia.  (6)  Ulcers, 
traumatic,  syphilitic,  or  malignant,  of  the  trachea  or  larynx. 
(7)  Vicarious  menstruation  (very  rare). 

Symptoms. — Sometimes  the  bleeding  is  preceded  by 
cough,  dyspnea,  or  substernal  warmth  or  tenderness,  but 
often  there  is  no  premonition,  and  the  first  indication  is  the 
presence  of  a  warm  ^i\\Xy  fluid  in  the  mouth.  The  blood  is 
gerjerally  raised  by  coughing,  and  is  bright  red  and  frothy. 
It  is  alkaline  in  reaction,  and  intimately  mixed  with  air  and 
mucus.  The  hemorrhage  is  rarely  profuse  unless  it  results 
from  the  rupture  of  an  aortic  aneur^'-sm  or  the  ulceration  of 
a  large  vessel  in  advanced  phthisis.  Auscultation  of  the 
chest  reveals  bubbling  rales.  The  subsequent  expectora- 
tions are  tinged  with  blood,  and  if  much  is  swallowed^  it 
may  excite  vomiting  or  pass  into  the  intestine  and  impart  a 
tasry  appearance  to  the  stools. 
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Diagnosis. — The  differential  diagnosis  between  hanat- 
enu'sis  and  hemoptysis  has  been  considered  on  page  63. 

Prognosis. — This  depends  upon  the  cause.  It  is  rarely 
fatal,  except  in  aneurysm  and  in  advanced  phtJiisis  with  a 
large  cavity. 

Treatment. — Absolute  rest  is  essential.  An  ice-bag 
may  be  placed  over  the  suspected  seat  of  the  hemorrhage,  but 
it  should  be  removed  if  it  aggravates  the  coughing.  Bits 
of  ice   may  be   given   to  the  patient  to  suck.     There  is  no 

■  more  useful  remedy  than  morphin,  which  serves  to  allay 
excitement  and  to  check  cough.  It  is  best  given  hypoder- 
mically.  The  apphcation  of  firm  ligatures  to  the  limbs  may 
prove  efficacious  by  lowering  the  intrapulmonaiy  pressure. 
When  the  hemorrhage  is  protracted,  a  saline  purge  is  some- 
times useful  Among  other  remedies  that  seem  to  be  of 
service  may  be  mentioned  oil  of  erigeron,  fluid  extract  of 
hamamelisj  and  gelatin.  Ergot  is  useless,  and  so  is  the 
inhalation  of  vaporized  solutions  of  astringent  drugs. 


HEMORRHAGIC  INFARCT  OF  THE  LUNG- 
(PulmoEary  Apopleiy.) 

Definitiotl. — A  circumscribed  area  of  necrosis  mfiltrated 
\^*ith  blooii 

Etiology.^ — The  most  common  cause  of  pulmonary 
infarct  is  obstruction  of  a  branch  of  the  pulmonar)'  artery 
by  an  embolus  coming  from  the  right  heart  or  the  general 
venous  system.  In  some  cases  the  obstruction  is  caused  by 
a  thrombus,  the  formation  of  which  has  been  favored  by 
cardiac  weakness. 

Pathology* — ^The  infarct  is  usually  located  in  the  per- 
iphery' of  the  lung  ;  it  is  conic  in  shape,  with  its  apex  point- 

g  inward.  The  portion  affected  is  firm,  airless,  and  of  a 
dark-red  color.  Microscopic  examination  shows  a  dense 
aggregation  of  blood-corpuscles. 

If  the  process  lasts  long  enough,  the  dead  tissue  and 
blood  are  slowly  absorbed  and  replaced  by  a  cicatrix. 

Symptoms. — When  the  infarct  is  large,  the  usual  symp- 
toms arc  dyspnea,  cough,  and  the  expectoration  of  dark 
10 
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blood  containing  few  air-bubbles.  These  symptoms  occur* 
ring  in  chronic  heart-disease  are  especially  suggestive. 

Physical  Signs. — Very  large  infarcts  may  give  dulness 
and  bronchi.il  breathing. 

Treatment,— The  condition  itself  is  not  amenable  to 
treatment  Remedies  should  be  directed  to  the  primary 
disease. 

CONGESTION  OF  THE  LUNGS. 
ACTIVE  CONGESTION, 

Etiology. — This  results  from  an  increased  afflux  of  blood 
to  the  lungs.  Violent  exercise,  mountain  climbing,  and  the 
inhalation  of  irritants  may  produce  it.  It  is  an  associated 
condition  in  all  severe  inflammatory  diseases  of  the  lungs. 
In  the  vast  majority  of  cases  it  marks  the  initial  stage  of 
croupous  pneumonia. 

Pathology. — The  lung  is  bright  red  in  color,  heavy,  and 
less  crepitant.  When  incised  and  pressed,  copious  frothy 
blood  exudes, 

Syniptoms*^The  chief  symptoms  are  dyspnea ;  a  short. 
dry  cough,  followed  by  frothy;  blood-streaked  sputum ; 
and  a  rapid,  full  pulse.  The  presence  of  fever  indicates 
commencing  pneumonia. 

Pliysical  examination  reveals  slight  dulness,  crepitant  rales, 
and  bronchovesicular  breathing. 

Treatment.^ — The  measures  most  likely  to  effect  deple- 
tion of  the  king  are  complete  rest,  the  application  of  dry  or 
wet  cups  to  the  chest,  and  the  administration  of  veratrum 
viride  and  a  saline  purge. 

PASSIVE  CONGESTION. 

Etiology. — This  results  from  obstruction  to  the  flow  of 
blood  from  the  lungs  to  the  heart.  The  chief  cause  is  car- 
diac disease,  especially  lesions  of  the  mitral  valves  and  weak- 
ness of  the  left  ventricle  from  fatt>'  or  fibroid  changes. 

Pathology. — The  lungs  are  dark  red  in  color,  and  often 
somewhat  edematous.  When  the  condition  has  lasted  a 
long  time,  the  organs  become   brown,  dense,  and  tough 
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{brown  iftduraiion).  Microscopic  examination  reveals  dila- 
tation of  the  capillaries,  overgrowth  of  connective  tissue, 
brown  pigmentation,  and  degenerative  changes  in  the  blood- 
vessels. 

S3rttiptoms.^ — Dyspnea,  cough,  and  the  expectoration  of 
blood-stained  mucus  containing  pigmented  epithelial  cells 
are  the  characteristic  symptoms.  PhvsLai  examination  re- 
veals slight  dulness,  feeble  breathing,  and  abundant  fine 
rales. 

Treatment. — Remedies  should  be  directed  to  the  under- 
lying cardiac  disease.  The  application  of  dry  or  wet  cups 
often  gives  temjjorary  relief  When  the  symptoms  are  ur- 
gent, venesection  is  indicated.  Saline  and  mercurial  aperi- 
ents are  of  service. 


HYPOSTATIC  CONGESTION. 

(Hypostatic  Pneumonia ;  Splenization  of  the  Lung.) 

Definition. — A  congestion  of  dej>endent  portions  of  the 
lungs  occurring  in  asthenic  diseases  that  necessitate  a  pro- 
tracted recumbent  position. 

Etiology. — It  is  generally  observed  in  low  fevers  and  in 
chronic  wasting  diseases.  Cardiac  weakness,  recumbent 
posture,  and  alterations  in  the  blood  are  the  causal  factors. 

Pathology. — The  kmgs  arc  dark  red  and  edematous  pos- 
teriorly. The  edema  and  increased  amount  of  blood  render 
the  organs  more  solid  and  less  crepitant  They  never  show 
the  granular  appearance  of  croupous  pneumonia. 

Symptoms. — The  symptoms  are  often  indefinite.  There 
may  be  moderate  dyspnea,  slight  cyanosis,  cough,  and,  per- 
haps, blood-tinged  expectoration. 

Physical  examination  reveals  dulness  over  the  lower  lobes, 
snbcrcpitant  rates,  and  feeble,  blowing  breathing. 

Treatment. — FLlTorts  .should  be  made  to  prevent  the 
development  of  hs'posMtic  pneumonia  in  asthenic  diseases 
by  frequent  change  of  posture  and  the  timely  administration 
of  such  stimulants  as  strychnin »  digitalis,  alcohol,  ammonia, 
and  camphor.  When  already  present,  relief  is  sometimes 
afforded  by  dry  or  wet  cupping  or  the  application  of  stupes 
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EDEMA  OF  THE  LUNGS* 

I>efitlition. — An  effusion  of  serous  fluid  into  the  air- 
vesicles  and  interstitial  tissue  of  the  lungs. 

Etiology. — (I)  It  is  frequently  caused  by  passive  hypere- 
mia, the  result  of  chronic  licart  disease.  (2)  It  may  be  a  part 
of  a  general  dropsy  induced  by  Bright  s  disease.  (3)  It  is 
a  common  cause  of  death  in  conditions  that  lead  to  heart- 
failure,  such  as  grave  anemia,  cerebral  lesions,  and  acute 
infections. 

Local  pulmonar)'  edema  is  often  found  around  abscesses, 
infarcts,  and  areas  nf  consolidation. 

Pathology.^Thc  lungs,  especially  the  dependent  por- 
tions, are  hcavy»  red  in  color,  and  bogg>^to  the  feel  When 
the  affected  portion  is  incised  and  subjected  to  pressure,  abun- 
dant blood-stained,  frothy  serum  exudes. 

Symptoms. — These  consist  in  dyspnea,  cyanosis,  cough, 
and  the  expectoration  of  large  quantities  of  frothy,  serous 
fluid.  Occasionally  the  sj^utum  is  blood-stained.  The  skin 
is  often  cold  and  livid     There  is  no  fever. 

Physical  txatuhiatwn  reveals  feeble  tactile  fremitus,  dul- 
ncss,  weak  breath-sounds,  and  numerous  fine,  moist  rales. 

DiagtiosiS-— Croupous  Pneumonia. — This  is  characterized 
by  a  chill,  fever,  i>ain,  rusty  expectoration,  and  s\^T\%  of  con- 
solidation. 

Eydrothoraz, — In  this  condition  there  may  be  enlargement 
of  the  affected  side,  with  displacement  of  the  apex-beat 
The  upper  level  of  dulncss  is  often  movable,  and  frothy 
sputum  and  rales  are  absent. 

Prognosis. — Always  grave.  It  is  often  a  terminal  symp- 
tom of  the  disease  in  which  it  occurs.  When  not  far  ad- 
vanced, and  the  primary  disease  is  amenable  to  treatment, 
recovery  may  follow. 

Treatment. — When  there  is  much  cyanosis  and  the 
patient's  strength  will  permit  it,  the  application  of  wet  cups 
to  the  chest  or  bleeding  from  the  arm  is  of  great  value- 
Hot  fomentations  should  be  applied  to  the  chest.  Hydra- 
gogue  cathartics  are  indicated.  Epsom  salts  in  concen- 
trated  solution    or  elaterium  (  \  grain)   may  be   selected* 
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Cardiac  stimulants  like  alcohol,  ammonia,  camphor,  digitalis, 
and  especially  strychnin  are  required  and  may  be  given 
hypodermically. 

Caffein  is  a  useful  diuretic  and  cardiac  and  respiratory 
stimulant. 

CROUPOUS  PNEUMONIA- 

(Lobar  PtteumoEia ;  Pneumonitis ;  Limg  Fever. ) 

Definition. — An  acute  specific  disease,  characterized  ana- 
tomically by  an  inflammation  of  the  lungs,  follovx'ed  by  a 
rapid  infiltration  of  their  alveoli,  and  manifested  clinically 
by  high  fever,  cough,  dyspnea,  *'  rusty**  sputum,  and  phy- 
sical signs  indicative  of  consolidation. 

Etiology. — ^Age,  sex,  and  climate  exert  but  little  pre- 
disposing influence.  Lowered  vitality  from  bad  hygienic 
surroundings  or  from  some  precxistent  disease,  like  dia- 
betes, Bright's  disease,  or  one  of  the  infectious  fevers,  favors 
its  development.  One  attack  renders  the  patient  more 
liable  to  subsequent  infection.  Alcoholism  is  a  strong  pre- 
disposing factor.  Kxposore  to  cold  and  wet  often  precipi- 
tates the  attack. 

The  exciting  cause  is  the  invasion  of  the  lung  by 
pathogenic  bacteria,  especially  by  Fiankel's  Diplococcus 
pneumnni.r. 

Pathology, — Anatomically  three  stages  have  been  rec- 
ognized: (i)  That  of  congestion;  (2)  that  of  red  hepatiza- 
tion ;  (3)  that  of  gray  hepatization. 

Stage  /, — ^The  affected  portion  remains  distended  when 
the  chest  is  opened  ;  it  is  of  a  deep-red  color,  and  is  more 
resistant  to  the  touch  than  the  normal  lung.  On  section,  a 
frothy,  blood-stained  serum  freely  exudes.  Microscopic 
examination  reveals  a  dilated  and  tortuous  condition  of  the 
capillaries,  swelling  of  the  alveolar  cells,  and  a  slight  cor- 
puscular exudate. 

Stage  2, — The  hepatized  portion  is  increased  in  volume, 
is  quite  firm,  is  of  a  dark-red  color,  and  so  heavy  that  it 
sinks  in  water.  It  is  very  friable,  and  the  torn  surface  is 
dry  and  presents  a  granular  appearance,  owing  to  the  pro- 
jection of  fibrinous  plugs  from  the  alveoh. 
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Microscopic  examination  reveals  a  mesh  of  coagulated 
fibrin  inclosing  numerous  red  blood-corpuscles  and  some 
leukocytes.  The  latter  arc  also  noted  in  the  interlobular 
tissue.  In  sections  properly  treated  the  diplococcus  is 
detected. 

Sfagi'  J, — The  red  color  gives  place  to  a  mottled  gray, 
and  the  solidified  area  begins  to  soflen.  The  change  in 
color  is  due  to  the  compression  of  the  capillaries,  to  the 
disappearance  of  red  corpuscles  and  their  replacement  by 
leukocytes,  and  to  fatty  degeneration  of  some  of  the  ele- 
ments. 

The  consolidation  usually  begins  at  the  base  and  extends 
upward.  The  most  frequent  seat  is  the  lower  lobe  of  the 
right  lung.  The  bronchi  and  the  adjacent  pleura  are  in- 
volved in  the  inflammatory  process. 

Events.  —  Resolution  commonly  occurs,  the  exudate 
being  removed  rapidly  b\'  absorption.  Death  may  occur 
at  any  period  of  the  disease  from  general  toxemia,  the 
severity  of  which  is  often  altogether  disproportionate  to  the 
area  of  lung  involved  ;  from  dilatation  of  the  right  ven- 
tricle ;  from  asph3'xia  ;  or  a  pneumococcic  complication,  such 
as  meningitis  or  endocarditis. 

Abscess,  gangrene,  and  chronic  interstitial  pneumonia 
are  rare  terminations. 

S3niiptotns. — The  disease  usually  begins  with  a  decided 
chili  and  a  sharp  pain  in  the  side,  followed  by  a  rapid  rise 
of  temperature.  The  latter  often  attains  its  maximum  ( 104*^- 
105°  F.)  in  twenty-four  hours,  and  generally  continues 
high,  with  slight  diurnal  remissions,  until  the  fifth,  seventh, 
ninth,  or  eleventh  day,  when  it  falls  by  crisis,  frequently 
reaching  the  norm  within  twenty-four  hours.  Occasionally 
the  temperature  f;ills  by  lysis.  There  is  marked  dyspnea  ; 
the  respirations  are  shallow  and  rapid,  ranging  from  40  to  80 
a  minute,  thus  making  the  ratio  between  the  respiration  and 
the  pulse  as  1  is  to  3  or  as  i  is  to  2.  Cough  is  a  prominent 
symptom:  at  first  it  is  short  and  dry,  but  later  it  is  accom- 
panied by  bloody  or  rttsty  h'attslucent  and  tenacious  sputa. 
Microscopically  the  sputum  contains  red  blood-corpuscles, 
free  pigment,  pus-corpuscles,  diplococci,  and  other  micro- 
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organisms.  The  face  is  flushed ;  the  lips  are  cyanosed  and 
often  the  seat  of  a  herpetic  eruption ;  the  tongue  is  heavily 
furred;  the  bowels  are  constipated;  the  urine  is  scanty, 
high-colored,  deficient  in  chiorids,  and  often  slightly  albu- 
minous. In  severe  cases  delirium  is  rarely  absent.  Exam- 
ination of  the  blood  usually  shows  marked  leukocytosis. 

Physical  Signs. —  Inspcctiou, — There  may  be  deficient 
expansion  over  the  affected  side.  There  i^  no  bulging  of 
the  interspaces  nor  displacement  of  the  apex-beat, 

Palpation. — In  the  vast  majority  of  cases  the  voca!  frem- 
itus is  considerably  increased  over  the  afifected  area. 

Percussion, — In  the  earliest  stage  there  may  be  hyperreso- 
nance  from  diminished  intrapulmonary  tension.  As  con- 
solidation advances,  however^  the  note  becomes  remarkably 
dull.  Percussion  over  unaffected  lobes  yields  hyperreso- 
nance  or  tymj^jany. 

Auscultation, — In  the  stages  of  congestioji  fine  crepitant 
rales  are  heard  at  the  end  of  full  inspiration.  They  are 
probably  producetl  by  the  forcible  separation  of  adherent 
vesicular  walls.  In  the  stage  of  consolidation  auscultation 
reveals  exaggerated  vr»cal  resonance  and  bronchial  breath- 
ing. During  resohitiun  thtf  softening  of  the  exudate  gives 
rise  to  fine  nK>ist  rales — the  rtdux  crepitus. 

Atypical  Cases. — Senile  Pneumonia, — The  symptoms  often 
develop  insidiously ;  the  temperature  may  not  be  high ; 
the  pulse  may  not  be  accelerated ;  expectoration  is  often 
absent ;  the  signs  are  not  marked ;  delirium  h  common ; 
weakness  is  extreme  ;  and  death  from  exhaustion  is  the 
most  frequent  termination. 

Pneumonia  in  Children. — It  is  often  ushered  in  with  con- 
vtilsinns.  Headache,  delirium,  stupor,  and  coma  are  promi- 
nent symptoms,  so  that  the  tljsease  may  simulate  meningitis. 
The  temperature  is  vcn'  high  ;  expectoration  is  often  absent 
The  disease  frequently  begins  at  the  apex  of  the  lung. 

Typhoid  Pneumonia, — In  this  form  there  are  pronounced 
t>'phoid  symptoms — headache,  muttering  delirium,  stupor, 
a  ^Ty,  brown  tongue,  subsuUus  tendinum,  carphologia,  a 
rapid,  weak  pulse,  and  high  fever.  The  expectoration  may 
resemble  prune-juice. 
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Pniumonia  of  Dndtikards. — The  onset  is  often  gradual ;  the 
dyspnea  is  marked;  the  temperature  is  not  high;  violent 
maniacal  delirium  commonly  develops  ;  and  death  from  ex- 
haustion is  exceedingly  frequent. 

Massive  Pneumonia. — In  this  fi.rm  the  bronchi,  as  well  as 
the  air- vesicles,  are  filled  with  fibrinous  exudate.  The  phy- 
sical sit^ns  resemble  those  of  pleural  effusion. 

Central  Pneumonia. — In  ifiis  form  the  inflammatory  proc- 
ess commences  in  the  center  of  a  lobe,  and  in  consequence 
the  characteristic  physical  si^nis  may  not  manifest  them- 
selves for  two  or  three  days. 

Migratory  Pneumonia, — In  this  type  the  specific  inflam- 
mation shows  a  tendency  to  spread  and  to  involve  success- 
ively fresh  areas  of  lung  tissue. 

Complications, ^These  are  usually  due  to  pneumococcic 
infectiun.  Pleurisy  is  the  most  common  complication.  It 
may  be  either  serous  or  purulent.  Pericarditis  and  endo- 
carditis are  not  very  infrequent.  The  latter  is  often  ulcerative 
in  type.  Among  less  frequent  complications  may  be  men- 
tioned meningitis,  arthritis,  parotitis,  nephritis,  jaundice,  and 
delayed  resolution  (consolidation  may  last  for  five  or  six 
weeks  and  then  gradually  disappear).  Abscess,  gangrene, 
and  chrnnic  interstitial  pneumonia  arc  rare  sequels. 

Diagnosis.— PleTiiiay.^The re  is  rarely  a  distinct  chill; 
fever  is  not  so  high  nor  the  pulse  so  rapid ;  there  is  no 
rusty  sputum ;  nerv^ous  symptoms  arc  wanting ;  there  is 
often  bulging  of  the  interspaces,  with  displacement  of  the 
apex-beat;  the  level  of  dulness  may  change  with  the  pos- 
ture of  the  patient ;  vocal  fremitus  and  vocal  resonance  are 
diminished;  and  the  breath-sounds  are  generally  weak  and 
distant. 

Acute  Phtliifiis. — The  history,  the  mode  of  onset,  the  long 
duration,  the  remittent  fever,  the  rapid  emaciation,  profuse 
sweats,  and  presence  of  tubercle  bacilli  and  elastic  fibers 
in  the  sputum  will  suggest  phthisis. 

Pulmonajy  Edema. — In  edema  there  is  absence  of  chill, 
fever,  and  pain;  the  expectoration  is  frothy  and  serous; 
both  lungs  are  commonly  affected ;  auscultation  reveals 
abundant  subcrepitant  rales  and  weak  breathing. 
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r  Typhoid  Fever.^ — Typhoid  pneumonia  may  readily  be  mis- 
taken for  typhoid  fever  with  pneumonia ;  but  pneumonia 
1  as  a  complication  occurs  late   in   the  disease,  so  that  the 

histor)'  of  the  onset  gives  much  assistance. 

Prognosis. — In  young,  robust  subjects  of  good  habits 
the  prognosis  is  good.  After  the  age  of  sixty  the  outlook 
is  grave.  In  drunkards  the  disease  is  especially  fatal.  The 
coexistence  of  heart  or  kidney  disease  makes  pneumonia 
exceedingly  dangerous. 

In  individual  caties  continued  high  fever  (above  103.5°  F.), 
a  pulse  more  rapid  than  120  a  minute,  severe  nervous  symp- 
toms^  extensive  consolidation,  and  absence  of  leukocytosis 
are  unfavorable  factors.  The  average  mortahty  is  about  20 
per  cent. 

Treatment, — The  temfierature  of  the  sick-room  should 
be  between  65^  and  70°  F.  The  diet  should  be  fluid  or 
semirtuid.  Milk,  junket,  wine- whey,  broths,  eggs,  and  gruel 
are  suitable  forms  of  nourishaient.  Cool  water  should  be 
given  freely.  In  the  absence  of  any  indication  for  special 
local  treatment  the  chest  may  be  enveloped  in  a  cotton 
jacket. 

■  In  robust  subjects,  at  the  very  onset,  when  the  invasion  is 

violent  and  attended  with  a  bounding  pulse,  marked  dyspnea, 
and  severe  pleuritic  pain,  the  abstraction  of  from  10  to  20 
ounces  of  blood  may  afford  great  relief.  Later  in  the  course 
of  the  disease,  if  cyanosis  and  orthopnea  develop  in  conse- 
quence o^  overdistcntion  of  the  right  ventricle,  venesection 
may  also  prove  useful. 

P  Cardiac  IVaikucss, — Alcohol  is  the  best  stimulant.    When 

the  pulse  becomes  compressible  and  the  diastolic  sound  at 
the  pulmonary  area  loses  its  force,  it  should  be  given  freely. 

I  The  patients  who  need  it  most  are  the  old,  the  debilitated, 
and  the  alcoholic.  Digitalis  is  undoubtedly  useful  in  some 
cases,  but  its  action  is  uncertain  and  often  disappointing. 
As  a  circulator)^  stimulant  str\xhnin  generally  proves 
much  more  efficacious  than  digitalis.  It  should  be  given  in 
ascending  doses  of  from  ^  to  ^  of  a  grain.  In  order  that 
there  may  be  immediate  absorption,  large  doses  should 
always  be  given  hypodermically.    Cafifein  is  a  useful  adjuvant 
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to  str}'chnin,but  it  should  not  l>e  used  when  there  is  markea 
insomnia,  in  threatening  collapse  camphor  hypodcrmically 
(i  to  2  grains  in  sterile  olive  oil  every  tu'o  or  three  hoursj  is 
very  efficient.  Subcutaneous  injections  of  normal  salt  solu- 
tion have  also  been  found  useful  in  overcoming  ad)'namia. 

/\?/;/.— Morphin  hypoderniically  is  the  best  analgesic. 
Hot  or  cold  applications  arc  useful.  When  the  pain  is  \'ery 
severe,  a  few  wet  cups,  followed  by  poultices,  will  be  found 
serviceable. 

O/ng/i. — Hard,  dry  cough  is  best  relieved  by  codein  (^  to 
\  grain),  heroin  (^  grain),  or  Dover's  powder  (3  to  5  grains). 
Expectorants  are  rarely  needed.  W  hen,  hnvNcver,  there  is 
much  bronchial  catarrh,  ammonium  carbonate  maj'  be  given 
to  facilitate  expectoration. 

Fi^uT. — Persistent  high  fever  is  best  controlled  by  the 
application  of  ice-bags  to  the  affected  side,  cold  sponging,  or 
cool  baths. 

Z>>'5/»//iVf.— Cardiac  and  respirator)-  stimulants  (str>xhnin, 
cafTcin,  ammonia)  are  of  service.  Oxygen  makes  the  breath- 
ing easier,  lessens  cyanosis,  and  conduces  to  sleep,  and  to 
this  extent  aids  in  conserving  energ>'. 

hisofftma  and  Dilirium, — Opium  is  generally  the  best 
sedative.  Of  course  it  s!iou!d  not  be  used  when  there  is 
extreme  dyspnea  or  when  there  «ire  evidences  of  pulmonary 
edema.     Bromids  or  chloralamid  may  be  tried. 

Dciaycd  Resobdum, — Small  blisters  may  be  applied  over 
the  affected  area,  and  potassium  iodid  may  be  administered 
internally. 

R.    Amnionii  i<jpilidi  . "S^ 

Ammnnii  chloridi  ,    , ^is* 

MistuiTir  glycyirhi/A"  tomijosiui-  ....  f^vj. 

Sl(J.— A  Ublespoonful  in  water  ftnir  times  a  iJay. 

CATARRHAL   PNEUMONIA. 
(OapOlary  BroncMtis ;  Bronchopneumonia;  Lobular  PBeumoma.) 

Definition. — An  inflammation  of  the  terminal  bronchioles 
and  air-vesicles. 

Etiology. — It  is  most  frequendy  observed  in  the  very 
young  and  the  old     It  is  a  common  sequel  of  the  specific 
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fevers,  especially  of  whooping-cough,  measles,  influenza,  and 
diphtheria.  In  debilitated  subjects  it  may  occur  as  a  primary 
affection,  the  result  of  exposure. 

Another  group  of  cases  results  from  the  aspiration  of 
particles  of  food  into  the  smaller  bronchi  (aspiration  or 
deglutition  pneumonia).  This  accident  is  liable  to  occur 
whenever  the  sensibility  of  the  larynx  is  benumbed,  as  in 
apoplexy,  bulbar  palsy,  or  uremia.  Cancer  of  the  throat  and 
operations  on  the  upper  air-passages  also  favor  its  occur- 
rence. 

The  immediate  cause  is  some  bacterium.  The  organism 
most  frequently  found  is  the  Diplococcus  pneumoniae.  This 
may  occur  alone  or  in  combination  with  the  streptococcus, 
staphylococcus,  bacillus  of  Friedlandcr,  or  more  rarely  with 
the  typhoid  bacillus,  influenza  bacillus,  colon  bacillus,  or 
diphtheria  bacillus. 

Patholog'y. — As  a  rule,  both  lungs  are  involved.  On 
section,  small  projecting  areas  of  consolidation  are  noted 
here  and  there  around  the  6ner  bronchioles.  Recent  patches 
arc  reddish-brown  m  color,  firm,  and  smooth  or  finely  granu- 
lar ;  later  they  become  grayish  anti  soft.  The  terminal 
bronchi  are  filled  with  purulent  material. 

In  addition  to  these  solidified  areas  there  are  other  small 
patches  of  collapsed  lung  that  are  airless,  firm,  and  bluish- 
red  in  color.  The  collapse  has  resulted  from  occlusion  of 
the  bronchus,  and  closely  resembles  consolidation ;  but  it 
can,  as  a  rule,  be  overcome  when  inflation  is  practised  by 
means  of  a  blowpipe  inserted  in  the  supplying  bronchus. 

Microscopic  examination  reveals  an  exudate  in  the  ter- 
minal bronchi  and  air-cells,  which  is  composed  of  leukocytes 
and  desquamated  epithelium  in  various  stages  of  degenera- 
tion. The  walls  of  the  bronchioles  are  also  infiltntted  with 
leukocytes. 

When  compared  with  croupous  pneumonia,  the  contrast  is 
striking.  In  the  latter  the  lung  is  involved  en  masse ;  the 
consolidation  is  distinctly  granular,  and  the  exudate  is  com- 
po.sed  of  red  blood-corpuscles,  white  blood-corpuscles,  and 
fibrin  ;  the  Hning  epithelium  is  but  slightly  involved,  and  the 
walls  of  the  bronchi  are  not  infiltrated  with  leukocytes. 
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Terminations. — (i)  Resolution;  the  exudate  undergoes 
fatty  degeneration  and  is  eventually  absorbed  or  expectorated. 

(2)  Death   frequently  occurs  from  asphyxia  or  exhaustion. 

(3)  Termination  in  tuberculosis  was  supposed  formerly  to 
occur  ver\^  frequentiy  ;  it  is  now  regarded  as  being  relatively 
rare.  Most  of  the  cases  in  which  this  termination  is  sup- 
posed to  have  occurred  were  in  reality  cases  of  primary 
tuberculous  pneumonia.  (4)  Abscess,  gangrene,  and  chronic 
interstitial  pneumonia  are  occasional  sequels. 

Symptoms,— The  symptoms  are  often  masked  by  the 
primary  disease.  The  onset  is  usually  gradual,  and  is 
characterized  by  prostration,  cough,  and  fever.  The  last  is 
moderately  high  and  very  irregular  (101^-104°  F.).  The 
dyspnea  is  marked,  and  the  respirations  are  rapid — 50  to  80 
a  minute;  the  pulse  is  greatly  acceleratcd^ — 120  to  180  a 
minute;  cough  is  painful  and  accompanied  by  a  mucopuru- 
lent expectoration  that  is  rarely  blood-streaked.  The  face  is 
usually  pale  and  anxious,  and  the  lips  blue. 

Physical  SigtIS. — As  tlie  areas  of  consolidation  are  gen- 
erally small  and  scattered,  the  physical  signs  are  not  marked. 

Ifispatioft  reveals  evidences  of  dyspnea — liH'idity;  playing 
of  the  nostrils,  prominence  of  the  sternocleidomastoids,  and 
perhaps  retraction  of  the  base  of  the  chest. 

Palpafion  usually  gives  negative  results. 

Percussion  may  reveal  areas  of  duhiess  in  one  or  both 
!ungs. 

Auscultation  reveals  whistling  and  subcrepitant  rales  and 
areas  over  which  the  breathing  is  bronchial  or  broncho- 
vesicular. 

IMagnosis.— Acute  Phthisis. — In  this  disease  there  is  a 
tuberculous  brnnchopneumonia  which  is  difficult  to  dis- 
tinguish from  simple  bronchopneumonia.  A  family  history 
of  tuberculosis,  extensive  involvement  of  the  apices,  bub- 
bling rales  indicating  softening,  the  long  duration,  profuse 
sweats,  rapid  emaciation,  and  the  presence  of  tubercle  bacilli 
and  elastic  fibers  in  the  sputa  are  the  diagnostic  phenomena 
of  phthisis. 

The  following  table  will  show  the  clinical  differences 
between  catanftal  and  croupous  pneumonia : 
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Catarhiul  Pneumonia. 

Usually  secondary  to  bronchitis  or  an 

acute  laftcitoiis  <liscase. 
The   unset  ts  gradual  and  wjlhoui  a 

distinct  cbill. 
The    fever   is  niuderatcly  high,   very 

inegular,  and  ends  by  lysis  after  an 

indefinite  [jenocl,  M>aiettn)c!i  of  iwt* 

or  three  weeks'  duration. 
The  sputum  is  mucopurulenl  or  glairy 

nnd  tenacious. 
Both  lungs  are  cutnmooly  aHectcd. 

The  physical  signs  arc  indistinct  nnd 
indicate  scattered  areas  of  coiisoH- 
datton. 


Croupous  Pneumonia. 
Usually  a  primar)'  disease. 

The  onset  is  abrupt  atid  with  a  dis* 

tinct  chill. 
The  fever  is  high,  regular,  and  gen- 

crally  ends  by    crisis   between   the 

sixth  and  ninth  day. 

The  sputura  is  ruity  and  translucent. 

Ill  the  majority  of  cases  only  one  lung 

is  affected. 
The    physical   signs   are   distinct  and 
indicate   a    large    uniform    cons^jti- 
dation. 


Bronchitis. — In  simple  bronchitis  the  (ever  is  not  high ; 
the  dyspnea  is  sh'ght,  there  is  little  prostration,  and  there  are 
no  si^s  of  consolidation. 

Prognosis. — In  previously  healthy  children  the  prog- 
nosis is  good.  In  cachectic  children  the  outlook  is  very 
grave.  Aspiration  pncumoniais  generally  fatal  The  average 
mortality  is  about  35  per  cent. 

The  duration  of  the  disease  is  from  one  to  three  weeks  ;  a 
longer  duration  shouhl  suggest  tuberculosis. 

Treatment. — Much  can  be  done  by  careful  management 
in  preventing  bronchitis  from  gaining  access  to  the  smaller 
bronchi. 

On  the  supervention  of  catarrhal  pneumonia  the  patient 
should  be  confined  to  bed,  and  the  temperature  of  the  room 
maintained  between  68"^  and  70°  F,  The  atmosphere  sliould 
be  rendered  moist  with  steam.  The  diet  should  be  liquid 
and  nutritious. 

Alcohol  is  often  required.  When  the  circulatory  de- 
pression is  pronounced,  whisky  may  be  given  in  doses  of 
from  10  to  30  minims  in  milk  to  a  child  of  two  years  every 
two  or  three  hours. 

At  the  outset  it  is  advantageous  to  administer  a  mild  pur- 
j^ativc,  preferably  calomel  or  castor  oil.  A  jacket  of  cotton- 
wool should  be  worn  throughout  the  attack.  When  there 
is  a  harsh,  dry  cough,  the  appHcation   of  the  tincture  of 
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iodin  of  suitable  strength  generally  affords  some  relief, 
adults  sinapisms  or  stupes  may  be  used  instead  of  the  iodin. 
Fever  is  best  controlled  by  coid.  Compresses  wrung  out 
of  cold  water  may  be  wrapped  around  the  chest  and  changed 
for  fresh  ones  at  intervals  of  twenty  minutes.  Expectorants 
are  usually  required.  In  tlie  early  stage  potassium  citrate  is 
very  serviceable.  It  may  often  be  combined  advantageously 
with  spirit  of  nitrous  ether  and  ammonium  acetate,  ai»  in  the 
following  formula : 

B.    I'olaJBAii  citratis ,^isd 

Spiritus  arthert*  nitrosi  ........  f^vj 

Liquoris  ammonn  aceUiU*    .    .    ,    .    .    .  f5J 

Syrupi  tolutani 

Aquie aa  <|,  5.  ad  fjiv. — M. 

Slc;.^Dc&$crtit|>Oonful    cvciy    llircc    Imurs    for  a  child  of 
years. 

Later,  the  ammonium  salt5,  especially  tlic  carbonate,  are 
more  efficacious.  From  l  to  2  grains  of  the  latter  mdy  be 
given  every  three  or  four  hours  to  a  child  of  two  years. 
Ammonium  iodid  is  also  useful,  and  may  be  employed  as  an 
adjuvant,  as  in  the  following  formula  ; 

0.    .\mmonii  caibonatis gr.  xlviij 

Ammonii  iodidi gr-  x^'v 

Syrujii  h>lu(ani 

Syrupi  acacia*    .    .    .    .        .  &&  q.  s.  ad  r|iij, — M. 

SiG. — Tcaspoonful  every  iwo  or  iKree  hours  (or  a  child  of 
years. 

When  the  child  is  unable  to  e.xpet  the  mucus  and  the 
breathing  becomes  much  oppressed,  an  emetic  (ipecac  or 
alum)  may  prove  of  great  service.  Inhalations  of  oxygen 
sometimes  make  breathhig  easier.  Str>'chnin  is  also  o\ 
benefit  at  this  time  in  combating  respirator)^  failure. 

If  symptoms  of  cardiac  failure  are  pronounced,  digitalis 
must  be  given  in  addition  to  alcohol  and  str>Thnin.  Fix- 
treme  restlessness  and  insomnia  will  sometimes  require  the 
use  of  the  bromids  or  some  other  mild  sedative, 

Except  at  the  onset,  when  they  may  be  necessary  to  re- 
lieve pleuritic  pain  and  to  control  harassing  cough,  opiates 
should  not  be  used. 

Convalescence  must  be  guarded.     Tonics  like  cod-liver 
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oil,   iron,  and  hypophosphites  are  useful  restoratives. 

change  of  air  is  desirable  in  protracted  cases. 
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I  GirrhoBis  of  the  Lung ;  Chronic  Pneumooia ;  Pulmonary  Indu- 

ratioii/) 

Definition,— A  chronic  disease  of  the  lun^,  character- 
ized by  an  ovTr|jro\vth  of  fibrous  tissue. 

Etiology. — It  is  a  rare  seqncl  of  croupous  or  catarrhal 
pntunvDnia.  It  may  be  excited  by  the  con.stant  inhalatiun 
of  irritatin*^  dusts,  as  stone-dust  (chalicosis),  coal-dust  (an- 
thracosis)f  or  metal-dust  (siderosis).  It  may  result  from 
syphilis.  It  is  occasionally  secondary  to  chronic  pleurisy. 
It  is  an  invariable  accotnpaiiiinent  of  chronic  phthisis. 

Pathology. ^ — When  the  thorax  is  opened,  the  lung  is 
found  retracted  and  the  heart  displaced.  The  organ  is 
tough,  firm,  and  more  or  less  airless.  Section  shows  an 
overgrowth  of  fibrous  tissue,  and  usually  inflammation  and 
considerable  diiatation  of  the  bronchi. 

SytnptomSp — The  chief  symptoms  are  dyspnea  on  exer- 
tion and  cough.  The  latter  may  be  dry,  but  it  is  usually 
associated  with  more  or  less  mucopurulent  sputum.  There 
is  no  fever,  and  the  general  health  may  be  well  preserved  for 
many  years. 

Physical  Si^ns.^ — Inspection  reveals  retraction  of  the 
affected  side  and  displacement  of  the  apex-beat. 

Percussion  may  yield  dulness.  Over  saccular  dilatations 
of  the  bronchi  there  may  be  a  tympanitic  note. 

AnsrultaHon, — The  vocal  resonance  is  increased,  and  the 
breathing  is  often  bronchial  or  cavernous. 

Diagnosis. — Fibroid  Phthisis. — This  is  f)ften  bilateral ; 
fever  is  a  frequent  accompaniment,  and  tubercle  bacilH  are 
present  in  the  sputa. 

Progrnosis. — The  disease  is  incurable.  Its  course,  how- 
ever, is  extremely  chronic. 

Treatment.— This  is  largely  hygienic,  and  coincides 
u^ith  that  laid  down  for  tuberculosis.  Stimulant  expecto- 
rants are  useful  when  bronchitis  or  bronchiectasis  is  a 
prominent  feature. 
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ABSCESS  OF  THE  LUNG. 

Etiology. — (i)  It  is  a  rare  sequel  of  croupous 
caUrrJial  pneuoionia,  (2)  It  is  a  frequent  accompanim 
of  tuberculosis.  (3)  It  may  be  excited  by  tJie  inhalation 
forei^^n  bodies.  (4)  It  may  result  from  the  extension  of  a 
suppurative  inflammation  in  some  neighbonntr  part,  such  as 
the  pleura  or  liver,  (5)  Multiple  abscesses  of  embolic  origin 
are  tjf  common  occurrence  in  pyemia. 

Symptoms. —  High  and  irregular  fever,  rigors,  sweats, 
pallor,  and  leukocytosis  indicate  suppuration.  Dyspnea. 
cough,  and  purulent,  offensive  sputa  containing  shreds  of 
lung  tissue  are  the  pulmonary  symptoms.  Physical  exami- 
nation may  reveal  bubbling  rales,  and,  later,  cavernous 
breathing  and  pectoriloquy.  Multiple  embolic  abscesses 
are  rarely  recognized  during  life. 

Prognosis. — Many  cases  following  pneumonia  and  the 
rupture  of  external  abscesses  into  the  lung  recover.  Em- 
bolic abscess  always  prove  fatal. 

Treatment, — Nutritious  food  and  quinin,  str}  chnin,  and 
alcoholic  stimulants  will  be  required  to  support  the  system. 
Single  abscesses,  when  they  can  be  localized,  should  be 
opened  and  drained. 

GANGRENE  OF  THE  LUNG. 

Etiology.— Gangrene  <^^{  the  lung  is  not  a  primar}'  con- 
dition, but  is  secondary  to  inflammation  or  necrosis  of  the 
lung  tissue.  It  is  excited  by  the  entrance  of  bacteria  of 
putrefaction,  but  unless  the  system  is  considerably  reduced 
in  vitality,  the  tissues,  even  though  diseased,  show  wonder- 
ful resistance  and  escape  putrefaction. 

Pneumonia,  especially  aspiration-pneumonia,  phthisis, 
pressure  of  morbid  growths,  bronchiectasis,  abscess,  and 
hemorrhagic  infirction  following  embolism  of  the  pulmonary' 
artery  are  the  predisposing  pulmonary  conditions ;  Bright's 
disease,  alcoholism,  the  infectious  fevers,  and  particularly 
diabetes,  by  lowering  vitality,  render  the  lung  more  liable 
to  be  attacked. 

Pathology. — The  process   may  be    circumscribed    or 
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use.  The  affected  part  is  converted  into  a  greenish- 
black,  soft  mass  having  an  extremely  fetid  odor.  When 
the  softened  material  has  been  expectorated,  there  is  left 
behind  a  cavity  with  ragged  walls,  containing  a  foul-smell- 
ing liquid*  The  tissues  around  the  cavity  are  inflamed  and 
edematous. 

Symptoms. — Persistent  cough,  irregular  fever,  and  ema- 
ciation are  usually  present.  Hemoptysis  is  a  frt.'quent  oc- 
currence. The  expectoration  is  characteristic  ;  it  is  profuse^ 
and  has  a  penetrating,  offensive  odor.  When  allowed  to 
stand  in  a  glass  vessel,  it  separates  into  three  layers  ;  a  frothy 
layer  on  top, a  translucent  serous  layer  in  the  middle,  through 
which  hang  strings  of  pus,  and  at  the  bottom  a  layer  of 
reddish-green  purulent  material.  Altered  blood  may  give 
it  the  appearance  of  prune-juice.  Microscopically  it  con- 
tains shreds  of  tissue,  cr>^stals  of  fatly  acids,  crystals  of 
hematoidin,  and  numerous  pyogenic  bacteria. 

Physical  examination  may  reveal  bubbling  rales,  and  later 
cavernous  breathing,  pectoriloquy,  and  localized  tympany 
on  percussion.  Physical  signs  of  pyopneumothorax  may 
supervene  from  perforation  into  the  pleura. 

Prognosis. — Grave,  but  not  hopeless.  Quite  a  number 
of  cures  have  been  recorded.  Death  may  result  from  ex- 
haustion, hemorrhage,  or  cerebral  abscess  the  result  of 
embolism. 

Treatment. — Nutritious  food  and  .^tr\xhnin,  quinin,  and 
alcohol  are  required  to  support  the  system.  Inhalations  of 
creasote  or  of  formalin  (2  per  cent  gradually  increased  to  5 
per  cent.)  may  be  employed  to  lessen  the  fetor  of  the 
breath.  Surgical  interference  is  indicated  when  the  gan- 
grenous process  can  be  localized  and  is  not  a  complication 
of  an  incurable  disease. 


PULMONARY   TUBERCULOSIS. 

(Fbthisis;  Pulmonary  OonBumptlon,] 

Definition. — A  specific  inflammatory  disease  of  the  lungs 
caused  by  the  Bacillus  tuberculosis;  characterized  anatomi- 
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cally  by  a  cellular  infiltration  that  subsequently  caseatesT 
softens,  and  leads  to  ulceration  of  the  lung  tissue  ;  and  mani- 
fested clinically  by  wasting,  exhaustion,  fever,  and  cough. 

Etiology.^ — ^It  most  commonly  develops  between  the 
ages  of  fifteen  and  forty,  (i)  An  inherited  susceptibility  to 
infection;  (2)  resilience  \w  low,  damp,  and  badly  drained 
localities  ;  (3)  occupations  that  necessitate  the  breathing  of 
impure  air  and  irritating  dusts  ;  (4}  catarrhal  affections  of 
the  respiratory  tract;  (5)  chronic  alcoholism;  (6)  certain 
general  diseases,  such  as  whooping-cough,  measles,  diabetes, 
cirrhosis  of  the  iiver,  and  nephritis  arc  important  predispos- 
ing factors. 

The  exciting  cause  is  the  Bacillus  tuberculosis.  Infection 
takes  place^ — (i)  By  the  inhalatinn  of  air  laden  with  the  dust 
of  dried  tuberculous  expectoralion  ;  (2)  by  the  ingestion  of 
tuberculous  milk  or  meat;  (3)  by  the  direct  inoculation  of 
wounds  (rare);  and  (4)  by  direct  parental  transmission  (\er>' 
rare), 

Pathology*^ — The  Bacillus  tuberculosis  is  a  very  minute 
rod,  about  one-fourth  or  one-half  as  long  as  the  diameter  of 
a  retl  blood-corpuscle,  and  often  slightly  bent  and  beaded. 
Its  detection  depends  on  the  power  of  the  stained  bacillus 
to  resist  the  decolorizing  effects  of  acids,     (See  p,  204,) 

The  lodgment  of  the  bacilli  in  the  terminal  bronchioles 
or  peribronchial  tissues  excites  a  proliferation  of  the  fixed 
connective-tissue  cells.  The  new  cells,  from  their  resem- 
blance to  epithelial  cells,  are  known  as  epithelioid  celh.  They 
have  a  rehitivcly  large  amount  of  protoplasm  and  a  rather 
faintly  staining  nucleus.  Giattt-ccUs  are  sometimes  formed 
by  the  fusion  or  overgrowth  of  the  epithelioid  cells.  In  con- 
sequence of  the  local  irritation  the  cellular  proliferation  is 
soon  surrounded  by  a  wall  of  Itukofytes,  the  whole  forming 
a  gray,  translucent  mass — the  gray  tubercle  of  Laen nee. 
In  a  short  time  the  bacilli  excite  a  coagulation-necrosis  that 
starts  in  the  center,  spreads  to  the  peripher)^  and  converts 
the  tubercle  into  a  yellow,  cheesy  mass — the  yellow  tubercle 
of  I^aenncc.  The  degenerated  tubercles  fuse  and  form  the 
uniform  cheesy  masses  so  commonly  observ^ed  at  the  autopsy. 
At  this  stage  one  of  two  things  may  occur :  the  mass  mav 
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soften,  break  into  a  bronchial  tube,  and  leave  behind  a  cavity 
with  ulcerating  walls,  or  it  may  become  encapsulated  by  an 
overgrowth  of  connective  tissue  and  subsequently  calcified. 
In  addition  ti>  the  specific  process  other  secondar)^  changes 
are  noted.  The  lung  tissue  in  the  neighborhood  of  the 
tuberculous  deposits  is  often  the  seat  of  a  true  pneumonic 
inflammation  ;  the  connective  tissue  is  always  more  or  less 
proliferated ;  the  bronchial  tubes  are  inflamed ;  and  the 
pleural  surfaces  over  the  affected  areas  are  nearly  always 
adherent 

Chronic  ulcerative  phthisis  usually  begins  at  the  apices. 

Acute  phthisis  has  been  termed  phthisis  florida,  cheesy 
pneumoma,  and  chronic  catarrhal  pneumonia,  but  the  ji recess 
is  invariably  tuberculous.  From  extreme  vulnerability  of 
the  tissues  a  lobe  or  whole  lung,  or  even  both  lungs,  is 
rapidly  infiltrated,  and  death  results  in  from  a  few  weeks  to 
a  few  months. 

In  some  cases  the  lung  is  solidified  by  a  dense,  yellow- 
ish-gray infiltration  composed  of  closely  aggregated  tuber- 
cles; in  others  the  consolidation  appears  in  more  or  less 
discrete  patches  that  have  had  their  origin  in  the  smaller 
bronchial  tubes ;  in  a  third  form  one  or  both  lungs  are 
studded  with  discrete  tubercles ^  many  of  which  are  still  gray 
and  translucent. 

In  fibrind  phthisis  the  tissues  are  more  resistant,  and  in 
consequence  the  process  is  limited  by  an  overgrowth  of  con- 
nective tissue  that  forms  dense  bands  around  the  tuberculous 
foci.    This  form  lasts  many  years. 

Chronic  Ulcerative  Phthisis.—  SymptomB.— The  onset 
is  usually  insidious  and  marked  by  pallor,  gastric  dis- 
turbance, loss  of  flesh  and  strength,  and  by  a  dr}%  hacking 
cough  that  is  noted  especially  in  the  morning.  From  some 
undue  exposure  the  cough  is  often  aggravated,  and  to  this 
obstinate  **  cold  "  the  disease  is  usually  attributed.  In  some 
cases  the  symptoms  appear  abruptly  with  hemorrhage  or  an 
acute  pleurisy. 

Slight  fever  and  acceleration  of  the  pulse  are  early  symp- 
toms of  great  diagnostic  import.     The  temperature  is  marked 
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by  an  evening  exacerbation,  during  which  the  face  is  flushed, 
the  ^y^^  are  brij^^ht,  and  the  mind  animated.  As  the  disease 
advances  the  cough  becomes  troublesome  and  the  expec- 
toration more  abundant.  In  well-developed  cases  the  ex- 
pectoration is  greenish  in  color,  is  in  coin-shaped  plugs 
(nummular),  is  heavy  and  sinks  in  water,  is  often  blood- 
streaked,  and  on  microscopic  examination  is  found  to  con- 
tain bacilli  and  fibers  of  elastic  tissue. 

Phthisis  is  in  itself  not  a  painful  disease,  but  the  associated 
dry  pleurisy  often  causes  much  suftering.  Hemoptysis  occurs 
at  all  stages,  but  the  profuse  hemorrhages  occur  late.  The 
blood  is  bright  red  in  color,  frothy,  and  mixed  with  mucus. 
Dyspnea  is  rare  until  the  disease  is  far  advanced.  Profuse 
sweating  during  sleep  is  a  troublesome  feature  of  advanced 
phthisis. 

The  final  stage  is  characterized  by  extreme  emaciiition, 
weakness,  pallor,  high  remittent  or  intermittent  fever,  and 
edema  of  the  feet.  The  mind  is  usually  clear  and  peculiarly 
hopeful  to  the  end.  The  average  duration  is  about  two 
years. 

Pliysical  Examinatioa. — The  chest  may  be  well  formed. 
Often,  however,  it  is  long  and  flat,  with  hollow  supracla* 
vicular  and  infraclavicular  spaces,  prominent  scapulae,  and 
oblique  ribs.  When  the  disease  is  well  advanced,  there 
may  be  retraction  with  diminished  expansion  over  one  apex. 

Palpation, — This  reveals  imperfect  expansion  and  ex- 
aggerated vocal   fremitus. 

Percussion. — Dulness  can  be  detected  at  an  early  period 
of  the  disease.  It  may  be  obtained  first  above  or  below  the 
clavicles,  in  the  supraspinous  fossae,  between  the  scapulae,  or 
in  front,  near  the  sternal  border. 

A  cavity  may  yield  tympany  or  a  cracked-pot  note.  The 
latter  is  best  obtained  with  quick,  light  percussion  strokes, 
when  the  patienTs  mouth  is  open. 

/hfsntltation, — In  the  earliest  stage  respiration  may  be 
inaudible  over  the  affected  area.  Later  the  breathing  is 
harsh  and  the  expiration  is  prolonged  (bronchial).  The  vocal 
resonance  is  increased.  Crackling  rales  are  usually  audible, 
and  are  produced  by  liquid   in  the  small  tubes.     If  not 
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present,  coughing  will  usually  develop  them.  Auscultation 
over  cavities  may  detect  cavernous  or  amphoric  brcathin^^, 
bronchophony  or  pectoriloquy,  and  large  gurgling  rales. 

Anomalous  Physical  Signs. — The  vocal  fremitus  is  dimin- 
ished when  there  is  much  pleural  thickening.  Normal 
resonance  or  hy|>erresonance  may'  replace  dulness  when 
there  is  much  emphysema  between  small  tuberculous  foci. 
Weak  breathuig  may  teplace  bronchial  or  cavernous  when 
the  tubes  or  cavity  are  filled  with  mucopus.  The  signs  of 
cavity  are  sometimes  produced  by  consolidation  in  the 
neighborhood  of  a  large  bronchus. 
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Acute  Phthisis. — Clinically  this  form  resembles  pneu- 
monia, and  is  marked  by  a  chill,  high  fever,  rapid  pulse, 
dyspnea,  sputum  at  fivat  rusty  and  tlien  purulent,  flushed 
face,  profuse  sweats,  and  the  signs  of  consolidation.  Instead 
of  ending  by  crisis  at  the  eighth  or  ninth  day,  as  in  ordinary 
pneumonia,  the  symptoms  gradually  grow  worse,  signs  of 
softening  develop,  bacilli  and  elastic  fibers  appear  in  the 
sputum,  emaciation  and  anemia  become  pronounced,  and 
death  results  in  from  a  few  weeks  to  a  few  months. 

Fibroid  Phthisis. — This  is  a  disease  of  long  duration. 
It  is  characterized  by  verj^  gradual  loss  of  flesh  and  strength 
and  by  an  abundant  mucopurulent  expectoration,  which  is 
at  times  fetid  from  being  retained  in  dilated  bronchi.  Dysp- 
nea, sweating,  and  fever  are  slight.  There  is  very  marked 
retraction  on  the  affected  side  from  the  shrinking  of  the 
fibrous  tissue;  with  this  exception  the  physical  signs  arc 
similar  to  those  of  ulcerative  phthisis. 

Complications  of  Phthisis.^The  chief  are  :  hemop- 
tysis ;  catarrhal  pneumonia  ;  pleurisy ;  pneumothorax ;  stom- 
atitis ;  gastric  catarrh ;  diarrhea ;  amyloid  degeneration  of 
the  viscera;  fistula  in  ano  (tuberculous);  and  secondary 
tuberculosis  of  other  organs,  especially  of  the  larynx,  cere- 
bral meninges,  intestines,  peritoneum,  or  kidneys. 

Diagnosis^ — The  irregular  fever,  cough,  pallor,  emacia- 
tion, hemoptysis,  night-sweats,  signs  of  consoUdation,  and 
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the  presence  of  bacilli  and  clastic  fibers  in  the  sputa  are  the 
diagnostic  phenomena. 

Prognosis. — In  acute  phthisis  the  outlook  is  wholly 
unfdvurablc.  In  chronic  phthisis  the  prognosis  is  dependent 
upon  the  stage  of  the  disease,  the  constitutional  vigor  of  the 
subject,  and  the  hygienic  conditions  under  which  he  is 
obhged  to  hve.  The  accidental  discovery  of  calcified  tuber- 
cles at  autopsies  furnishes  abundant  proof  of  the  curability 
of  the  disease.  The  mortality  is  very  high  in  young  sub- 
jects (fifteen  to  twenty -five  years)  and  those  of  feeble  con- 
stitution. Unfavorable  prognostic  signs  are  a  persistent 
high  temperature,  rapid  pulse  (iio  to  120),  involvement 
of  both  lungs,  continued  indigestion,  progressive  loss  of 
flesh,  and  the  development  of  tuberculous  lesions  in  other 
organs. 

Treatment. — Prophyla.xis. — Tuberculous  patients  should 
be  taught  to  ex|x:ctorate  only  into  proper  receptacles  con- 
taining a  disinfectant  solution  (5  {x.t  cent,  carbolic  acid)  or 
into  moistened  rags  or  paper  napkins  that  should  be  burned 
before  the  sputum  becomes  dry.  They  should  sleep  alone, 
Their  rooms  should  be  sunny,  well  ventilated,  and  kept 
scrupulously  clean. 

Much  can  be  done  by  the  State  to  limit  the  dissemination 
of  the  disease.  Laws  should  be  enacted  providing  for  the 
systematic  inspection,  by  skilled  veterinarians,  of  all  dairies 
and  slaughter-houses  with  the  view  of  declaring  unmarket- 
able the  milk  and  meat  of  tuberculous  animals. 

Compulsory  registration  of  phthisical  patients  is  desirable. 
Spitting  upon  sidewalks  and  the  floors  of  public  buildings 
and  conveyances  should  be  made  a  penal  offense.  Finally, 
the  State  should  provitle  special  hospitals  for  the  indigent 
suffering  from  tuberculosis. 

Persons  With  a  predispo.sition  to  tuberculosis  can  do  much 
to  increase  their  powers  of  resistance  by  strict  attention  to 
hygiene.  Fresh  air  and  sunlight,  a  healthy  residence,  an 
outdoor  occupation,  the  wearing  of  warm  clothes,  with  flan- 
nel next  to  the  skin,  and  a  diet  of  wholesome  and  nutritious 
food,  temperate  living,  systematic  exercise,  and  daily  cold 
sponging,  followed  by  friction  of  the  skin,  are  the  factors  to 
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be  relied  upon  in  attempting  to  overcome  individual  sus- 
ceptibility. 

Finally,  all  local  foci  of  tuberculosis,  such  as  frequently 
appear  in  the  cervical  lymph-glands,  joints,  and  bones,  should 
receive  immediate  attention. 

Sanatorium  trctxtmcnt  untloubtedly  gives  the  patient  the 
best  chance  of  recovery.  In  such  institutions  the  patient 
spends  in  summer  not  less  than  nine  or  ten  hours,  and  in 
winter  not  less  than  from  six  to  nine  hours,  in  the  open  air 
The  bedroom  windows  are  kept  open  both  winter  and  sum- 
mer. He  is  given  a  mixed  diet  of  wholesome  food,  and  en- 
couraged to  eat  a-s  heartily  as  his  digestive  capacity  will  permit 
When  the  disease  is  active,  he  is  kept  at  absolute  rest  For 
the  most  of  the  day  he  lies  on  a  bamboo  couch  in  the  open 
air,  warmth  being  maintiined  by  abundant  covering  and, 
if  necessary,  by  a  hot  stone  at  the  feet.  In  quiescent  tuber- 
culosis moderate  exercise  is  recommended,  every  precaution 
being  taken,  however,  to  guard  against  fatigue.  To  secure 
lasting  improvement  the  patient  should  remain  in  the  sana- 
torium at  least  six  months. 

Climatic  Treatment, — To  patients  to  whom  a  protracted 
stay  in  a  sanatorium  would  be  irksome  or  distasteful  a  change 
of  climate  offers  the  greatest  hof^  of  cure.  As  a  rule,  a 
high  altitude  should  be  selected  ;  the  atmosphere  should  be 
dr\\  and  the  temperature  equable.  Personal  experience  must 
decide  the  question  of  temperature;  generally  patients  who 
feel  better  in  summer  will  do  well  in  a  warm  climate,  and 
vice  versa.  The  physician  should  have  some  knowledge  of 
the  locality,  which  should  afford  ordinary  conveniences 
without  being  too  crowded  with  sufferers  similarly  afflicted. 

In  selected  cases  a  sea  voyage  is  often  ver>'  useful.  Ac- 
cording to  Douglas  Powell,  it  is  most  suitable  to  f>atients  in 
the  early  stages,  who  have  been  previously  healthy,  who 
have  overworked  nervous  s\'stems,  and  in  whom  the  disease 
is  more  or  less  quiescent. 

Treatment  at  Home. — This  should  be  made  to  imitate  as 
dosely  as  circumstances  will  permit  that  which  is  followed 
in  the  sanatorium.  The  airiest  and  sunniest  room  should  be 
selected  for  the  patient     So  long  as  he   has  fever  absolute 
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rest  should  be  insisted  upon.  As  much  nourishing  food 
should  be  allowed  as  he  is  capable  ofdigestinj^. 

Mt'dicinal  Treaf///i'fi/.—\\'hen  well  tolerated  and  digested, 
cod-liver  oil  (i  to  4  fluidranis  thrice  daily)  is  of  service  in 
iniprov  ing  the  general  nutrition.  Creasote  is  useful  when 
tlie  expectoration  is  free  and  purulent.  The  dose  should  be 
cautiously  increased  from  2  or  3  minims  to  15  or  20  minims, 
three  times  a  day.  Alcohol  is  useful  in  some  cases.  Malt 
liquors  and  wines  are  usually  the  best  preparations.  Tonics 
— arsenic^  iron,  hypophosplutes — are  often  serviceable.  lodin 
appears  to  be  effective  in  chronic  cases.  A  small  amount  of 
an  ointment  of  curophen  (10  per  cent.),  a  compouird  contain- 
ing much  loosely  combined  iodin,  may  be  rubbed  into  the 
chest  twice  daily.  Countcrirritation  b\'  means  of  small 
blisters  is  also  efficacious  in  chronic  forms. 

Symptomatic  Trajtmt-f/t.—  Cou^^/i . — In  many  cases  cough 
is  indispensable  and  is  best  treated  by  promoting  expectora- 
tion. For  this  purpose  creasote,  guaiacol  carbonate,  tere- 
bene,  oil  of  eucalyptus,  and  myrtol  are  reliable  remedies. 
Inhalations  of  ipecac,  creasote,  compound  tincture  of  ben- 
zoin, or  terebene  are  often  veiy  effective.  Local  blistering 
is  also  of  service.  When  the  cough  is  ver>^  severe,  seda- 
tives must  be  given.  Of  these,  the  least  objectionable  are 
codein,  heroin,  hydrocyanic  acid,  and  spirit  of  chlorofonn. 
Such  combinations  as  the  following  will  be  found  useful : 

B-    Codeitiar  sulpimli'*     ...        gr.  vj-vLij 

Spintus  chloroformi  f;:;;] 

Glycerin gj 

Aquee q.  s,  adfjiij. — M. 

SiG. — A  leasjxTonfuI  as  occasion  demands. 

B  •    Codcina?  snlphatis IT-  i^ 

Acidi  hydrocyaiiicj  diluti     ...        .    .    TH  xxxjj 
Synipi  lotutani      ......     q,  s,  ad  f^ij. — M. 

Sir.. — A  teasjToonfuil  its  required. 

Ni^^ht-siveats, — Sponging  the  body  at  bedtime  \\\t\\  a  solu- 
tion of  alum  in  alcohol  and  water  or  dusting  it  with  a  powder 
of  tannoform  (i  part)  and  zinc  oxid  (3  {xirts)  is  sometimes 
very  effective.  The  most  reliable  internal  remedies  are 
atropin  {^  to  j^  grain),  picrotoxin  (^  to  ^^  grain),  aro- 
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matic  sulphuric  add  (5  to  10  drops),  and  camphoric  add  (5 
to  10  grains). 

R.    Atropinae  sulphatis gr.  J 

Acidi  sulphurici  aromatici f^iij 

Aqua?  nicmhx'  piperita-    .    .    .    .    .  q.  s.  f^iij. — M. 

SiG. — TeasjxX)nful  in  water  .it  bodtime. 

Pyrexia. — In  many  cases  the  fever  yields  to  absolute  rest 
in  bed  or  in  a  reclining  chair,  combined  with  life  in  the  open 
air.  Cold  sponging  is  useful  when  the  temperature  is  high. 
In  obstinate  cases  the  administration  of  phcnacetin  (3  to  5 
grains)  ma)-  be  tried, 

Pleurittc  l\uns, — ^Mild  attacks  generally  yield  to  sinapisms 
or  tlic  application  of  iodin.  Strapping  the  affected  side  also 
aflTords  relief.  Severe  pains  should  be  treated  by  the  appli- 
cation of  small  blisters  and  the  subcutaneous  administration 
of  morphin. 

Diarrhit}, — Diarrhea,  the  result  of  indigestion,  usually 
yields  promptly  to  restriction  of  the  diet,  rest,  and  the  admin- 
istration of  a  mild  mercurial.  Persistent  diarrhea  will  demand 
the  use  of  bismuth  subnitrate  (20  to  30  grains)  combined 
with  opium  and  intestinal  antiseptics — salol.  bismuth-beta- 
naphthol,  or  crcasotc.  Combiuations  of  tannigen  (5  to  13 
grains)  or  tannalbin  (5  to  15  grains)  with  bismuth  compounds 
are  also  useful  ; 


R^    Tannigen  .    . 

HismuUi  bcta-naphtliol 
Codeinse  sulphatis     , 

Fi«Dt  chart  lilac  No,  xij. 

Sic— One  every  four  hours. 


gr.  V, — M. 


Hemoptysis  (see  p.  24b). 


DISEASES  OF  THE  PLEURA. 

PLEURISY, 

(Pleuritis.) 

Defitiition. — Inflammation  of  the  pleura, 

Varieties. — According  to  cause,  it  may  be  divided  into 

primary  or  secondary  ;  according  to  extent,  into  unilateral, 
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bilateral,  or  local ;  according  to  time,  into  acute  or  chronic; 
and  according  to  the  exudation,  into  serofibrinous,  fibrinous, 
or  purulent 

Etiologfy* — Pleurisy  may  be  :  ( l)  Idiopathic,  arising  from 
exposure  to  cold  and  wet.  (2)  Traumatic.  (3)  Secondary  to 
inflanimator>'  diseases  of  adjacent  viscera,  as  pneumonia  and 
phthisis.  (4)  Secondary  to  some  general  morbid  process,  as 
rheumatism,  Bright's  disease,  and  the  infectious  fevers.  (5) 
Tuberculosis,     (6)  Cancerous  (rare). 

At  least  three-fourths  of  all  cases  of  serofibrinous  pleurisy 
arc  tuberculous. 

Pathology. — In  the  early  stage  the  membrane  is  red. 
sticky,  lusterless,  and  covered  with  a  thin  film  of  Ij-mph ;  if 
the  process  now  ceases,  the  condition  is  termed  drv  pleurisy. 
If,  however,  the  inflammation  continues,  an  exudate  is  formed 
which  may  be  :  (1)  Serofibrinous  ;  (2)  fibrinous;  or  (3)  pur- 
ulent (empyema).  In  the  serofibrinous  form  there  is  little 
lymph,  the  exudate  being  mainly  composed  of  straw-colored 
scrum  (a  few  ounces  to  several  pints)  which  in  favorable 
cases  is  gradually  absorbed.  In  large  effusions  the  adjacent 
organs  are  displaced  and  the  lungs  are  compressed.  In  the 
fibrinous  form  serum  is  scant  and  the  membrane  is  covered 
with  a  butter-like  exudate  that  subsequently  organizes  and 
unites  more  or  less  closely  the  pleural  surfaces,  causing 
chronic  pleural  thickening.  A  liquid  effusion,  whicfi  is  cir- 
cumscribed and  confined  to  pockets  formed  by  adhesions,  is 
termed  sacculated  pleurisy. 

Purulent  pleurisy  is  always  the  result  of  micro-organismal 
infection.  Left  to  itself,  it  may  kill  by  sepsis,  it  may  become 
inspissated  and  encysted  (very  rare),  or  it  may  rupture 
spontaneously  into  the  lung  and  bronchi,  or  more  rarely 
through  the  chest- walls.  After  the  discharge  of  the  pus, 
the  pleural  surfaces  may  eventually  become  united  by  firm 
adhesions. 

Hemorrhagic  Pleurisy. — A  bloody  effusion  is  f>ftcn  ob- 
served in  tuberculous  and  cancerous  pleurisies  and  in  pleurisy 
associated  with  scurvy,  grave  anemia,  and  other  cachectic 
states. 

Symptoms. — ^The  disease  usually  sets  in  with  a  sharp 
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stabbing  pain  in  the  side,  aggravated  by  deep  breathing. 
The  respirations  are  rapid  and  shaiiovv. 

Ft-vcr  is  moderate  in  degree  ( loi*^  to  103°  K  ). 

There  b  a  sh'ght  trntaiivt'  cou^h,  but  no  expectoration. 
As  the  effusion  accumulates,  the  pain  diminishes,  but  dyspnea 
and  cyanosis  gradually  develop. 

In  some  cases  {Juknt  piturisy)  the  disease  begins  in* 
sidiously,  weakness  and  dyspnea  being  the  first  symptoms 
to  attract  attention. 

Physical  Sigyi%.—InspCiHm,—\T\  the  first  stage  there 
may  be  deficient  expansion  on  the  affected  side,  owing  to 
the  severe  pain.  After  the  development  of  a  li<iui(l  eUusion 
the  characteristic  features  are  immobility,  bulging  of  tlie  in- 
tercostal spaces,  and  displacement  of  the  apex -beat. 

Palpation  reveals  immobility  of  the  affected  side  and  ab- 
sence of  the  vocal  fremitus. 

Percussion  yields  marked  dulness  or  flatness  and  a  sensa- 
tion of  increased  resistance.  The  upper  line  of  tluh^ess  is 
not  horizontal,  but  is  curved  and  rises  higher  posteriorly. 
In  moderate  effusions  the  level  of  dulness  often  changes  with 
the  position  of  the  patient.  Above  the  eftusion  percussion 
gives  a  tympanitic  note  (Skoda's  resonance).  In  lelt-sided 
effusions  Traube  s  semilunar  space  is  obliterated. 

Auscuitation. — In  the  early  stage  this  detects  a  to-and-fro 
friction-sound  of  respiratory  rhythm.  After  the  development 
of  the  effusitMi  the  respiratory  sounds  are  weak  and  distant. 
Occasionally  they  have  a  tubular  quality,  especially  near  the 
margins  of  the  liquid.  \\:)cal  resonance  is  usually  dimin- 
ished or  absent,  but  occasionally,  when  the  effusion  is  mod- 
erate, egophony  may  be  heard.  The  friction-sound  may 
again  be  audible  when  the  fluid  disappears. 

Mensuration  shows  an  increase  in  the  size  (J  tn  1  intli^  ♦>{ 
the  aflected  side. 

Diagnosis. — CroupouB  Pneumonia. — The  severe  chill, 
rusty  expectoration,  high  fever,  the  fine  inspiratory  ri'des, 
dulness  not  changing  with  the  patient's  {>osture,  increa,sed 
vocal  fremitus,  increased  vocal  resonance,  loud  bronchial 
breathing,  and  the  absence  of  bulging  and  of  dis|)laced 
apex*beat  will  serve  to  distinguish  pneumonia  from  pleurisy. 
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Pleurodyiiia  (Rlieuinatism  of  the  Intercostal  Muscles).—! 
this  affection  the  pain  and  tenderness  arc  diffuse ;  moreover, 
fever,  friction-sounds,  and  signs  of  effusion  are  absent, 

Diapliragmatic  Pleurisy, — This  may  present  the  follounn^ 
symptoms  :  Intense  pain  under  the  margin  of  the  ribs,  with 
tenderness  on  pressure;  thoracic  breathing;  tenderness  over 
the  phrenic  nerve,  whicii  is  accessible  between  tlie  two  roots 
rof  tlie  sternucleidomastoid  at  the  base  of  the  neck;  hiccup; 
■and  severe  dyspnea.     Tlie  physical  signs  are  not  marked. 

Pericarditis  with  Effusion, — In  this  condition  the  percussion- 
dulness  lias  a  characteristic  shape,  the  sounds  of  the  heart 
are  distant  and  muffled,  and  tliere  is  greater  embarrassment 
of  the  circulation. 

Hydrothorax. — In  tliis  condition  pain  and  fever  are  absent. 
There  is  often  a  histor\'  of  cardiac  or  renal  disease,  and  the 
fluid  on  aspiration  is  found  to  contain  less  than  3  per  cent, 
of  albumin  and  to  have  a  specific  gravity'  below  1015* 

Pyothorax. — lliis  may  be  recognized  by  the  general 
symptoms  of  sepsis — persistent  irregular  fever,  increasing 
pallor,  profuse  sweats,  chills,  and  leukocytosis.  In  doubtful 
cases  it  will  be  necessary  to  aspirate. 

Prognosis. — In  simple  serofibrinous  pleurisy  the  prog- 
nosis is  guardedly  favorable.  Fever  usually  subsides  in  front 
a  week  to  ten  days,  and  absorption  of  tlie  fluid  in  most  cases 
is  complete  in  from  four  to  six  weeks.  Sudden  death  occa- 
sionally occurs  when  the  fluid  is  excessive.  In  about  one- 
third  of  the  cases  tuberculosis  sooner  or  later  develops. 

Treatment. — The  patient  should  be  kept  in  bed  and  re- 
stricted to  a  liquid  diet.     Mercurial  or  saline  aperients  may 

prescribed  at  the  onset.  For  the  se\'ere  pain  the  applica- 
lon  of  a  blister  or  of  wet  or  dry  cups,  together  with  the 
[administration  of  morphin,  will  be  found  effective.  Strapping 
the  affected  side  with  broad  strips  of  adhesive  pla.ster  is  also 
useful  Acute  sthenic  cases  with,  decided  fever  are  often 
favorably  influenced  by  the  administration  of  salicylates  (l 
to  1,5  drams  of  the  sodium  or  ammonium  salt  a  day).  In 
asthenic  cases  salicylates  are  of  no  avail. 

Rcfftcnuii  of  Serous  Effusion, — The  most  useful  measures 
for  promoting  absorption  are  the  application  of  iodin  or  of 
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flying  blisters,  and  the  administration  of  hydragogue  cathar- 
tics and  of  diuretics.  From  \  to  1  ounce  of  magnesium 
sulphate  may  bo  given  in  as  little  water  as  possible  an  hour 
before  breakfast,  and  the  fluid  consumed  by  the  patient 
during  the  day  restricted  to  a  minimum.  The  most  service- 
able diuretics  are  digitalis,  caffein,  and  potassium  acetate. 
Potassium  lodid  (5  to  10  grains  thrice  daily)  is  also  em- 
ployed for  its  absorbent  effect,    1  diaphoretics  are  of  little  vlaue. 

Paracentesis  is  demanded — (l)  When  the  efi'usion  is  con- 
siderable and  shows  no  signs  of  receding  after  the  lapse  of 
two  weeks  ;  (2)  when  there  is  sufiicient  fluid  to  cause  severe 
dyspnea,  cyanosis,  persistent  cough,  or  failing  pulse ;  (3) 
when  the  fluid  reaches  the  level  of  the  second  rib  and  there 
is  marked '  dislocation  of  the  neighboring  organs  ;  (4)  when 
the  presence  of  pus  is  suspected. 

The  most  favorable  site  for  the  puncture  is  usually  in  the 
sixth  or  seventh  intercostal  space,  between  the  mid-axillary 
line  and  the  angle  of  the  scapula.  After  anesthetizing 
the  part,  the  needle  should  be  introduced  with  a  quick 
stroke  along  the  upper  margin  of  the  rib.  The  fluid  should 
be  removed  slowly,  and  under  no  circumstance  should  ex- 
treme effi^rts  be  made  to  obtain  the  largest  possible  amount. 
The  operation  should  be  terminated  at  once  if  incessant 
cough,  severe  pain,  dyspnea,  palpitation,  tendency  to  syn* 
cope,  or  other  untoward  symptoms  appear. 

Empyema  (Pyothorax). — The  effusion  may  be  pri- 
marily purulent,  havitig  been  excited  by  pyogenic  micro- 
organisms, or  a  serofibrinous  effusion,  through  subsequent 
infection,  may  become  purulent  Traumatism  or  the  rup- 
ture of  a  purulent  accumulation  into  the  pleural  sac  is  an 
occasional  cause.  It  frequently  follows  pneumonia,  particu- 
larly in  children,  in  whom  the  most  common  form  of  pleurisy 
is  empyema.  It  is  often  secondary  to  tuberculosis  or  one 
of  the  infectious  fevers. 

The  organisms  most  frequently  present  are  the  pncumo- 
coccus,  staphylococcus,  streptococcus,  tubercle  bacillus,  and 
t>'phoid  bacillus. 

Symptomfl. — The  physical  signs  and  symptoms  are  simi- 
lar to  those  observed  in  serofibrinous   pleurisy.      Pus   is 
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indicated  by  septic  phenomena — high  and  irregular  fever^ 
sweats,  chills,  pallor^  and  leukocytosis  ;  by  the  results  of 
aspiration  ;  and  sometimes  by  edema  of  the  chest-walls.  In 
pulsating  pleurisy  the  efTusion  is  almost  always  purulent. 

Prognosis. — Gravx\  though  recovery  frequently  occurs. 
The  most  liivorable  cases  are  those  following  pneumonia. 

Treatment* — This  consists  in  free  incision  and  thorough 
drainage.  Irrigation  is  unnecessary  unless  the  fluid  is  putrid. 
In  long-standing  cases  the  excision  of  several  ribs  (Estland- 
er's  operation)  iacihtates  retraction  and  the  obliteration  of 
the  pleural  sac,  which  is  essential  to  a  cure. 


HYDROTHORAX. 

Definition.— A  serous  exudation  of  non-inflammatory 
origin  in  the  pleural  cavity. 

Etiology.— It  is  always  secondary.  It  may  result  from 
one  of  the  causes  of  general  edema — heart  disease,  nephritis, 
emphysema,  or  anemia  ;  it  may  be  due  to  pressure  upon  the 
veins  by  a  tumor,  aneurysm,  or  a  dilated  right  auricle  from 
mitral  disease.  It  is  usually  bilateral,  but  when  caused  by 
pressure  or  mitral  lesions,  it  is  frequently  unilateral. 

Symptoms. — It  gives  rise  to  dyspnea,  cyanosis,  and 
the  physical  signs  of  a  pleural  eflusion. 

Diagnosis. — This  is  based  upon  the  histor)\  the  absence 
of  pain  and  fever,  and  the  character  of  fluid  obtained  by 
aspiration  (see  p.  268), 

Treatment. — Remedies  should  be  directed  to  primary 
disease.  If  h)'dragogue  cathartics  and  diuretics  fail  to 
afford  relief  and  the  dyspnea  becomes  urgent,  aspiration 
must  be  practised. 
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PNEUMOTHORAX. 

Definition. — Air  in  the  pleural  cavity. 

Etiology. — About  90  per  cent,  of  the  cases  result  from 
the  rupture  of  a  tuberculous  cavity  into  the  pleura.  Rup- 
ture of  the  lung  from  abscess,  gangrene,  or  emphysema  is 
a  comparatively  rare  cause.     It  may  occur  after  the  spon- 


PNE  UMO  THORAX, 


271 

It  is  occa- 


Rs  rupture  into  the  lung  of  an  empyema. 
y  due  to  penetrating  wounds  of  the  chest. 
hology. — The  adjacent  viscera  are  often  much  dis- 
|j4aw>.vj  and  the  lung  is  compressed.     Even  when  air  alone 
has  escaped  into  the  pleural  sac,  an  eflusion  soon  forms,  so 
that  pncumohydrothorax  or  pneumopyothorax  is  an  almost 

I  inevitable  result. 
Symptoms. "The  onset  is  usually  marked  by  sharp 
pain,  severe  dyspnea,  cyanosis,  cough,  and  the  symptoms 
of  shock — subnormal  temperature,  a  weak,  rapid  pulse,  cold 
extremities,  and  pinched  features. 
Physical  Signs. — inspictian  may  reveal  distention  of 
the  affected  side,  immubility,  and  marked  displacement  of 

I     the  apeX'beat, 
Palpation. — Vocal  fremitus  is  diminished. 
Pariisswn. — -Over  the  air  there  is  tym[iany.     At  the  base 
there   may  be  flatness,  changing  with   the   posture  uf  the 
patient, 
Ausciiliation. — ^The  respiratory  murmur  and  vocal    reso- 
nance are  usually  absent,  but  when  the  opening  in  die  lung 
I  remains  patulous,   amphoric    breathing    may   be    detected. 

Metallic  tinkling  is  often  heard.  When  a  silver  coin  is 
placed  on  the  affected  side  and  is  struck  with  anc^ther,  the 
auscultator  may  detect  a  clear  metallic  sound  (bell-tympany). 
When  fluid  is  present,  shaking  the  patient  elicits  a  splashing 
sound  (Hippocratic  siiccussion). 

Diagnosis,— A  Large  PMhiaical  Cavity. — ^This  is  usually 
located  near  the  apex  instead  of  the  base  ;  the  surface  is 
sunken,  not  prominent;  the  heart  is  not  displaced;  succus- 
sion-splash  and  bel!-tympany  are  rarely  obtainable. 

Bilated  Stomacli. — This  may  give  a  tympanitic  note  over 
the  left  pulmonary  base,  and  may  simulate  a  pneumothorax  j 
but  the  tympanitic  note  is  continued  down  into  the  abdomen, 
and  the  swallowing  of  liquid  is  distinctly  audible  over  the 
base  nf  the  chest 

Progtiosis. — This  depends  on  the  cause.  In  tuberculous 
subjects  it  almost  always  proves  fatal  in  from  a  few  days  to 
a  few  months.  In  empyemic  and  traumatic  cases  the  out- 
look is  distinctly  more  favorable. 
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Treatment. — In  tuberculous  cases  the  indications  are 
to  relieve  distress  by  morphin  and  to  combat  collapse  by 
such  stimulants  as  ether,  ammonia,  camphor,  alcohol,  and 
strychnin.  Aspiration  occasionally  affords  temporary  re- 
lief In  non-tuberculous  cases  of  pneumopyothorax  opera- 
tive interference  is  generally  advisable. 

HEMOTHORAX. 

]>efinitloii. — Blood  in  the  pleural  cavi^. 

Btiology. — It  usually  results  from  wounds  of  the 
chest-wall,  fracture  of  the  ribs,  or  the  rupture  of  an  aneur- 
ysm. A  sanguineous  inflammatory  (hemorrhagic  pleurisy) 
exudate  frequently  occurs  in  cancerous  and  tuberculous 
pleurisy  and  in  simple  pleurisy  when  the  individual  is  pro- 
foundly anemic. 

Symptoms. — The  symptoms  and  physical  signs  are 
those  of  pleural  effusion. 
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FEVER. 

Fever  is  an  abnormal  condition^  characterized  by  elevated 
teni[>erature,  quickened  respiration  and  circulation,  faulty 
secretions,  and  increased  tissue-waste.  It  is  dependent  upon 
a  perversion  of  the  physiologic  processes  whereby  the  ^cv\- 
eration  and  the  loss  of  lieat  are  so  balanced  as  to  maintain  a 
uniform  normal  temperature. 

The  Detection  of  Fever. — There  is  only  one  reliable 
way  of  detecting;  fever,  and  that  is  by  means  of  the  clinical 
thermometer.  The  instrument  may  be  placed  in  the  axilla, 
mouth,  rectum,  or  vagina. 

When  the  axilla  is  selected,  the  following  precautions 
must  be  observed  :  Wipe  off  the  perspiration  and  diy  the 
skin  ;  insert  the  bulb  of  the  instrument  deep  in  the  armpit, 
and  see  that  the  arm  is  kept  close  to  the  side.  The  ther- 
mometer should  be  kept  in  position  until  the  mercury  main- 
tains the  same  level  for  two  minutes;  this  will  usually 
require  in  all  about  six  or  seven  minutes. 

\Vhen  the  mouth  is  selected,  the  bulb  should  be  placed 
under  the  tongue  and  the  lips  kept  closed.  Hot  or  cold 
drinks  recently  taken  mar  the  result.  For  obvious  reasons 
the  mouth  should  not  be  used  in  delirious  patients. 

The  rectum  may  be  selected  in  children.  The  rectal 
temperature  is  about  a  degree  higher  than  that  of  the 
axilla* 

Febrile  Stages. — The  course  of  all  fevers  is  marked  by 
three  stages:  (i)  Invasion;  (2)  fastigium,  or  stadium;  (3) 
defeRTscence,  or  decline. 

fmasion. — During  this  period  the  temperature  gradually 
rises  until  it  reaches  its  maximum. 

IS  m 
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Fastigium, — In  this  period,  though  there  may  be  marked 
variations,  the  temperature  shows  a  tendency  to  touch  again 
and  again  its  highest  point. 

Diferi'tsceficr. — In  this  period  the  tempeiature  gradually 
falls  until  it  reaches  the  norm. 

Terminations  of  Fever, — Fever  terminates  by  lysis  or 
crisis. 

Lfsis. — The  temperature  falls  slowly  by  slight  gradations  I 
until  it  reaches  the  norm.  I 

Crisis. — The   temperature   fidls   suddenly — often   four  or   i 
five  deyjrees  in  twelve  or  twenty-four  hours. 

The  Degree  of  Pyrexia,— The  following  is  Wunder-  ' 
lich's  classification  of  febrile  temperatures : 

1.  Subfebrile,  temperature  99,5 °- 1004'^  F.  \\ 

2.  Slightly  febrile,  temperature  I004''^10I.3^  F.  j 

3.  Moderately  febrile,  temperature  101.3^-103.1°  F,  1 

4.  Decidedly  febrile,  temperature  103.I°-104'^  F,  " 

5.  Highly  febrile,  temperature  above  103.1*^  F.  in  the 
morning  and  above  104.9'^  F.  in  the  evening. 

6.  Hyperpyretic,  temperature  above  106*^'  F.  \ 
Febrile  Remissions.— All  fevers  show  a  diurnal  varia- 
tion. The  maximum  is  usually  reached  at  about  6  p.  M. 
and  the  minimum  at  about  6  A.  M.  Occasionally  these  ex-  | 
tremes  are  reversed  and  the  maximum  is  in  the  morning  1 
and  the  minimum  in  the  evening.  The  daily  difference  1 
amounts  to  about  i  ^  F. 

Types  of  Fever.— According  to  the  degree  of  the 
diurnal  variation  three  types  are  recognized:  1 

1.  Cofitifiucd  Ft^H'r, — The  diurnal  variation  is  slight — 
I '^-1.5'^  F.  Typhus  fever,  pneumonia,  and  scarlet  fever  are 
examples  of  continued  fevers, 

2.  RemiUefii  Fever. — The  diurnal  variation  is  marked,  but  ' 
the  minimum  temperature  is  still  above  the  norm.    Typhoid 
fever,  remittent  fever,  and  septic  fever  are  examples  of  this 

^P^-  .  ....  I 

3.  Inicrmtttcnt  Fc^'cr, — ^The  diurnal  variation  is  marked, 

and  the  minimum  is  normal  or  subnormal.     The  following 
fevers  show  multiple  intermissions  :  J 

I.  Intermittent  malarial  fever.  J 
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2.  Relapsing  feven 

3.  Septicemic  fever  (this  may  be  intermittent  or  remittent). 

4.  Hepatic  intermittent  fever  (sec  p.  1 00). 

A  sm^/^  intermission  or  marked  remission  is  observed  in 
the  fullowing  fevers : 

Smallpox  (a  remission  occurs  about  the  third  day). 

Yellow  {^v^r  (an  intermission  or  decided  remission  occurs 
about  the  third  or  fourth  day). 

Measles  (a  distinct  remission  often  occurs  on  the  second 
or  tliird  day). 

Dengue  (an  intermission  occurs  about  the  third  or  fourth 
day  and  lasts  two  or  three  days). 

Causes  of  Fever. — The  chief  cause  is  disturbance  of 
the  Jieat-regulatiiig  centers  by  toxic  substances  circulating^ 
in  the  blood.  These  substances  may  owe  their  origin  to  bac- 
terial invasion  (acute  infectious  diseases),  to  faulty  metabo- 
lism  (acute  gout,  thermic  fever),  or  to  mechanical^  thermic,  or 
chemical  injury  of  the  tissues,  Occasionally,  as  in  hysteria. 
fever  appears  to  be  due  to  a  direct  disturbance  of  the  heat- 
regulating  centers. 

Symptoms  of  Fever, — The  temperature  is  elevated,  the 
pulse  is  accelerated,  the  respirations  are  increased,  the 
tongue  is  coated,  the  appetite  is  impaired,  the  secretions  of 
the  alimentary  canal  are  deficient,  and  the  urine  is  scanty, 
dark  colored,  and  of  high  specific  gravity.  Persistent  fever 
is  attended  with  throat  wasting  of  the  body. 

The  ptilse-temperattire  ratio : 
A  temperature  of   98.4'=' F.  corresponds  to  a  pulse  of  70 

"    iooM%  ^oloo. 

"     :::^!:^-     :    ::    ;;   ^-^^ 
'^4 1*.         ♦.    I.    120-fao 

Effects  of  Fever  on  the  Tissues.— High  and  long- 
continued  fever  induces  certain  marked  changes  in  the 
hssues,  especially  cloudy  swelling,  fatty  degeneration,  and 
coagulation  necrosis. 

Treatment  of  Fever.-Febrilo  patients  should  hv.  krpt 
at  rest  in  a  cool,  well -ventilated  room.  The  diet  .should 
be  liqutd  or  semiliquid.  When  the  fever  is  moderate,  no 
special  treatment  is  required,  but  sponging  with  cool  water 
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or  with  alcohol  and  water  and  the  admirtistration  of  such 
drugs  as  spirit  of  nitrous  ether,  solution  of  ammonium 
acetate,  or  neutral  mixture  afford  comfort.  High  fever  is 
best  controlled  by  cold :  cold  sponging,  the  cold  pack,  or 
the  cold  bath. 

In  applying  the  coid  pack  the  bedding  is  first  protected 
by  water-proof  sheeting ;  the  patient  is  then  stripped  and 
envelo|)ed  in  an  ordinary  sheet  wrung  out  of  water  at  a 
temperature  of  70 '''-60°  F.  The  pack  is  usually  continued 
for  from  ten  to  fifteen  minutes,  and  during  this  time  it  is 
necessary  to  sprinkle  the  sheet  at  frequent  intervals  with 
water  sufiiciently  cool  to  maintain  a  uniform  temperature. 

The  Cold  Batlu — The  patient  is  wrapped  in  a  sheet  and 
then  placed  in  water  at  70-  F.  While  in  the  bath  an  ice-cap 
is  kept  upon  the  head  and  the  trunk  and  limbs  are  vigor- 
ously rubbed,  so  as  to  bring  new  relays  of  blood  to  the 
surface.  A  stimulant  is  sometimes  given  before  the  bath  to 
lessen  the  shock.  At  the  end  of  fifteen  or  twent>^  minutes 
the  patient  is  carried  back  to  bed  and  covered  with  a  dr>' 
sheet  and  a  light  blanket.  After  he  has  been  thoroughly 
dried  the  damp  coverings  are  removed  and  replaced  by  dry 
ones.  \^  the  patient  be  delicate,  it  is  preferable  to  place  him 
in  a  bath  at  90°  F.  and  then  gradually  lower  the  tempera- 
ture of  the  water  to  70°  F. 

Drugs  may  also  be  used  to  lower  temperature,  but  the 
application  of  cold  is  generally  preferable.  Phenacctin,  anti- 
pyrin,  acetanilid.  and  quinin  are  the  antipyretic  drugs  most 
commonly  emploved. 

Period  of  Incubation. — The  period  elapsing  between 
the  occurrence  of  the  infection  and  the  development  of 
symptoms. 

It  \'aries  considerably  in  the  same  disease,  being  more  or 
less  influenced  by  the  suscc|)tibility  of  the  patient  and  the 
virulence  of  the  Cf)ntagion.  The  average  period  of  incuba- 
tion in  the  various  fevers  is  as  follows : 


Typhoid  fever :  two  to  three  weeks. 
Typhus  fever:  a  few  days  to  two  weeks. 
Measles :  ten  days  to  two  weeks. 
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Rotheln  or  rubella  :  one  to  three  weeks. 
Scarlatina  :  two  to  seven  days. 
Smallpox  :  ten  days  to  two  weeks. 
Erysipelas :  three  to  seven  dajs. 
Diphtlieria  :  two  to  seven  days. 
Varicella  :  fourteen  to  sixteen  days. 
Tetanus :  a  few  days  to  three  weeks. 
Mumps:  two  to  three  weeks. 
Yellow  fever:  from  three  to  four  days. 
Cholera :  two  to  five  days. 

The  date  at  which  rashes  appear  in  the  various 
acute  infections : 

Typhoid  fever:  seventh  to  the  ninth  day. 
Typhus  fever:  fourth  or  fifth  day. 
Smallpox  :  third  or  fourth  day. 
Measles:  third  or  fourth  day. 
Scarlatina:  first  or  second  day. 
Rothchi  or  rubella  :  first  or  second  day. 
Varicella :  first  day. 

Protection  from  Future  Attacks*— lew  diseases 
confer  absolute  immunity  against  future  attacks,  but  the  fol- 
lowing are  fairly  protective : 

Typhoid  fever:  relapses  are  common,  but  second  attacks 
are  infrequent. 

Typhus  fever :  second  attacks  are  ver\'  rare. 

^leasles  :  second  attacks  arc  uncommon. 

Rubella:  second  attacks  arc  rare. 

Scarlet  fever :  second  attacks  are  rare. 

Smallpox  :  second  attacks  occasionally  occur. 

Mumps  :  second  attacks  are  rare, 

Varicella:  second  attacks  are  uncommon. 

Yellow  fever  :  second  attacks  are  rare. 

The  following  specific  fevers  do  not  confer  immunity: 
Erysipelas.  Malarial  fever. 

Relapsing  fever.  Influenza, 

Diphtheria.  Croupous  pneumonia, 

Rheumatic  fever. 
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Termination  by  Crisis. — The  following  infectious  fevers 
are  apt  to  end  by  crisis : 

Typhus  fever.  Measles. 

Pneumonia.  Relapsing;  fever. 

Malarial  fever.  Erysipelas, 

Infectious  in  which  jatmdice  is  likely  to  occur 

Yellow  fever. 

Relapsini^  fever. 

Acute  yellow  atrophy  of  the  liver. 

Remittent  malarial  fever. 

SUBNORMAL  TEMPERATURE, 

Temperatures  below  97. 5 "^  F.  may  be  considered  sub- 
normal.    They  are  observed  in  the  following  conditions: 

1.  During  convalescence  from  certain  febrile  diseases. 
After  pneumonia  and  typhoid  fever  the  temperature  may 
remain  subnormal  for  several  days. 

2.  In  collapse  from  various  causes. 

3.  In  cholera.  In  this  disease  the  temperature  may  be 
very  low  (90^-85*^  F.)  for  several  days. 

4.  In  certain  chronic  diseases,  especially  myxedema,  dia- 
betes, cancer,  chronic  cardiac,  cerebral,  and  spinal  diseases. 


SIMPLE  CONTINUED  FEVER* 

(Febricula;  Ephemeral  Fever.) 

Definitioti. — An  acute  febrile  disease,  of  short  duratioffl 
without  definite  lesions  or  a  specific  etiology. 

Stiolog^r. — It  is  generally  met  with  in  young  and  sensi- 
tive individuals.  Fxposure  to  the  sun,  prolonged  physical 
or  emotional  excitement,  and  errors  in  diet  seem  to  excite  it. 

Symptoms. — The  disease  usually  begins  abruptly  with 
chilliness,  headache,  malaise,  and  fever  which  soon  attains  a 
maximum  of  102*^  or  103^  F.  The  face  is  flushed;  the 
pulse  is  full  and  rapid;  the  urine  is  scanty  and  high  colored; 
the  tongue  is  coated ;  the  appetite  is  lost ;  and  the  bowels 
are  constipated.  There  is  no  characteristic  eruption,  but 
herpes  is  frequently  observed  on  the  lips. 
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The  disease  lasts  from  a  few  days  to  two  weeks,  and  may 
end  by  crisis  or  lysis. 

Dia^osis. — Care  must  be  taken  to  exclude  local  infiam- 
mations,  such  as  gastritis,  tonsillitis,  and  pneumonia. 

Typhoid  Fever. — At  first  the  diagnosis  may  be  impossible, 
but  the  absence  of  diarrhea,  tympanites,  abdominal  tender- 
ness, splenic  enlargement,  W'idal  reaction,  and  eruption  will 
soon  make  the  diagnosis  apparent. 

Remittent  Fever.— The  history,  the  splenic  enlargement, 
and  the  presence  of  hematozoa  in  the  blood  will  serve  to 
distinguish  this  disease  from  simple  continued  fevcn 

Prognosis. — Favorable. 

Treatment. — The  patient  should  be  confined  to  bed  and 
placed  upon  a  liquid  or  semiliquid  diet.  I'ractional  doses  of 
calomel  may  be  employed  to  relieve  constipation, 

The  fever  is  best  controlled  by  sponging  with  water  and 
alcohol  and  by  the  use  of  some  mild  refrigerant  mixture 
like  the  following  : 

R.    Tinctunc  aconiti tTlxxiv, 

Spintus  iclhcris  nitrosi ,  fxv 

Liquoris  ammonii  acetalis  .    .     q.  s.  ad  f^iij. — M. 

SiG. — A  dessenspoonful  cver>'  Iwo  hours  for  a  child  of  four  years. 


TYPHOID  FEVER, 
(Enteric  Fever ;  Typkus  AbdonuBalis.) 

Definition. — An  acute  infectious  disease,  excited  by  a 
special  bacillus,  characterized  anatomically  by  definite  lesions 
in  Peyer's  patches,  mesenteric  glands,  and  spleen  ;  and  mani- 
fested clinically  by  fever,  headache,  delirium^  abdominal  dis- 
tention and  tenderness,  diarrhea,  enlargement  of  the  spleen, 
and  a  rose-colored  rash. 

Etiology. — Early  adult  life  (second  and  third  decades), 
individual  susceptibility,  either  acquired  or  hereditary,  and 
bodily  fatigue  are  predisposing  factors.  The  disease  is  most 
prevalent  during  the  late  summer  and  early  fall. 

The  exciting  cau.se  is  the  Bacillus  typhosus.  To  produce 
enteric  fever  it  must  gain  access  through  the  alimentary 
canal.     The  fecal  discharges  and  the  urine  of  the  patient  are 
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the  source  of  the  cimtagion,  atid  drinking-water  contami- 
natcd  by  them  is  the  chief  medium  of  transmission*  Milk 
contaminated  after  leaving  the  cow  is  a  fruitful  source  of  in- 
fection. Hxcremental  contamination  may  cause  infection 
also  through  tlie  medium  of  certain  articles  of  food,  such  as 
oysters,  celery,  and  lettuce.  Flics  may  be  an  important 
agent  in  disseminating  the  disease.  Occasionally  nurses, 
physicians;  and  washerw  omen  are  infected  directly. 

Pathology. — The  characteristic  lesions  are  found  in  the 
abdominal  lymphatics,  namely,  in  Peyer's  patches,  solitary 
glands,  and  mesenteric  glands.  The  changes  in  Peyer's 
glands  arc  best  studied  in  the  lower  part  <if  the  ileum,  which 
should  be  opened  on  the  side  of  the  mesenteric  attachment. 

In  the  first  few  days  the  glands  are  swollen  and  hyperemic  ; 
later  there  h,  a  marked  cell-proliferation,  the  blood-vesscb 
are  compressed,  and  the  glands  become  pale  and  prominent 
(medullary  infiltration).  If  the  disease  advances,  necrosis 
sets  in,  the  glands  becoming  yellow  and  soft.  In  a  few  days 
the  necrotic  tissue  is  discharged,  leaving  an  oval,  ulcerated 
surface  with  somewhat  irregular  margins,  and  a  smooth 
base  formed  by  the  submucous  coat^  muscular  coat,  or  peri- 
toneum. 

In  the  fourth  week  cicatrization  begins,  and  the  gland  is 
ultimately  replaced  by  a  smooth  depressed  scar. 

In  addition  to  these  glandular  lesions  the  mucous  mem- 
brane  of  both  large  and  small  intestines  shows  catarrhal 
changes. 

In  mild  cases  the  stage  of  ulceration  may  not  be  reached, 
the  proliferated  cells  being  removed  by  fatty  degeneration 
and  absorption  without  rupture  of  the  gland.  The  solitar>- 
and  mesenteric  glands  pass  through  similar  changes,  but  the 
latter  rarely  rupture.  Other  lesions  are  found  that  are  not 
characteristic.  The  spleen  is  soft  and  swollen.  The  liver, 
kidneys,  and  heart  reveal  parenchymatous  degeneration. 
The  respiratory  tract  is  commonly  the  seat  of  catarrhal  in- 
flammation. 

In  rare  instances  there  appears  to  be  a  general  infection 
without  lesions  of  the  intestinal  glands  (typhoid  septurnnia). 

Period  of  Incnbation. — Two  to  three  weeks. 
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Sj^mptoms. — Prodnmial  Symptonts, — These  consist  in 
gradual  weakness,  headache,  vague  pains,  nose-bleed,  and 
often  slight  diarrhea. 

The  Attack, — Fnu'r, — ^The  temperature  rises  gradually, 
reaching  its  maximum  (104''- 105°  F.)  by  the  end  of  the  first 
week  ;  it  remains  at  this  elevation  for  another  period  of  from 
one  to  two  weeks,  when  a  gradual  defervescence  begins  and 
occupies  a  third  period  lasting  from  one  to  two  weeks. 
Throughout  its  course  the  fever  is  characterized  by  marked 
daily  remissions,  the  evening  temperature  being  from  one 
to  three  degrees  higher  than  the  morning. 

In  some  cases,  especially  in  the  young,  the  temperature 
rises  quite  abruptly.  Slight  diurnal  remissions  indicate  a 
protracted  case.     A^  defervescence  advances  the  tempera- 


Fig.  13,— Tciiipermlurc-curve  in  typhoid  fever, 

ture  becomes  more  irregular ;  the  remissions  are  more  de- 
cided, and  not  infrequently  the  higher  temperature  is  recorded 
in  the  morning.  An  abrupt  fall  of  several  degrees  should 
suggest  intestinal  hemorrhage  or  perforation. 

Rt'Spirafory  Symtptams, — These  include  hurried  breathing, 
slight  cough,  and  bronchial  rales. 

Circulatory  Symptoms. — The  pulse  becomes  rapid,  weak, 
and  dicrotic.     The  rapidity  is  often  less  than  such  tempera- 
tures generally  produce.     The  heart-sounds  become  feeble,. 
The  first  may  be  especially  weak,  and  resembles  the  second* 

The  Face, — The  cxpressirni  is  dull  and  heavy,  the  cheeks 
arc  somewhat  flushed,  the  conjunctiva:  are  clear,  and  tFie 
pupils  dilated. 

The  ton^itc  is  tremulous ;  at  first  it  is  red  at  the  tip  and 
edges,  and  covered  posteriorly  with  a  whitish  fur.     In  severe 
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cases  the  tongue  becomes  dr>%  brown,  and  fissured,  and 
sordes  collect  on  the  tetrth. 

The  Stomach. — Gastric  symptoms  are  not  common,  but 
obstinate  vomiting  sometimes  develops  and  becomes  a  serious 
complication. 

Intestinal  Symptoms. — The  abdomen  is  distended.  Ten- 
derness is  frequently  noted  on  palpation  ;  it  may  be  general 
or  confined  to  the  right  iliac  fossa.  Gurgling  may^  also  be 
detected  in  tlie  latter  region,  but  it  has  little  significance. 
Diarrhea  is  generaliy  present,  though  it  is  not  a  constant 
symptom.  The  discliarges  vary  in  number  from  three  to 
six  or  more  a  day ;  they  are  thin,  offensive,  and  of  a  yel- 
lowish color  (likened  to  pea-soup) ;  on  standing,  a  turbid 
hquid  rises  to  the  tup  and  a  granular  sediment  falls  to  the 
bottom. 

The  Eruption. — ^Tbis  appears  from  the  seventh  to  the  ninth 
day,  and  is  most  abundant  on  the  abdomen,  though  it  is 
not  infrequently  observed  on  the  chest  and  back.  It  is 
composed  of  small,  slightly  elevated,  rose-colored  spots  that 
disappear  on  pressure.  It  comes  out  in  successive  crops 
over  several  days.  It  may  be  absent  particularly  in  the  old 
and  very  young.  Rarely,  in  malignant  cases,  is  the  eruption 
petechial. 

Sudaniina  are  also  noted,  and  result  from  free  perspiration. 

Splenic  enlargement  is  rarely  absent  R upture  has  occurred 
in  a  few  instances. 

Nenums  Symptoms. — In  mild  cases  apathy,  headache,  and 
slight  deafness  may  be  the  only  nervous  symptoms.  In 
severe  cases  there  maybe  muttering  delirium,  stupor,  t^^itch- 
ing  of  the  tendons  (subsultus  tendinum),  picking  at  the  bed- 
clothes or  imaginary  objects  (carphologia),  and  coma. 

7he  Blood. — The  red  cells  and  hemoglobin  are  reduced. 
There  is  no  leukocytosis,  but.  on  the  contrary,  leukopenia, 

Widal  Reaction. — ^Blood-scrum  of  typhoid  patients  when 
mixed  with  a  fresh  bouillon-culture  of  the  typhoid  bacillus, 
after  the  lapse  of  a  few  hours,  clears  the  liquid  and  throws 
down  a  fiocculent  precipitate.  Microscopic  examination 
shows  that  this  precipitation  is  due  to  a  loss  of  the  motility 
of  the  bacilli  and  their  agglutination  or  aggregation  in  clumps. 
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The  reaction  does  not  appear,  as  a  rule,  before  the  end  of  the 
seventh  or  eighth  day,  and  may  persist  for  several  months  or 
years  after  recover>\  It  can  be  obtained  from  dried  blood 
or  from  blood  collected  in  a  glass  tube  of  small  caliber.  As 
a  means  of  diagnosis  it  is  reliable  only  when  the  serum  is 
mixed  with  the  bouillon-culture  in  no  greater  proportion  than 
!  to  40.  Of  2283  typhoid  cases,  95.57  per  cent,  yielded  the 
reaction ;  of  1 365  non-typhoid  cases,  there  was  no  reaction 
in  984  per  cent. 

The  unne  is  febrile  and  often  slightly  albuminous.  In 
many  cases  (20  per  cent.)  it  contains  typhoid  bacilli.  Reten- 
tion is  common. 

Convalescence  is  marked  by  anemia,  falling  of  the  hair, 
desquamation  of  the  cuticle,  and  sometimes  by  mental  en- 
feeblement. 

Varieties, — ^Mild  Typhoid. — There  is  moderate  fever  with 
marked  remissions ;  the  diarrhea  is  slight ;  nenous  symp- 
toms are  oflen  absent ;  the  rash  is  usually  present,  and  may 
be  abundant. 

Abortive  Typhoid. — There  is  an  abrupt  onset  with  severe 
symptoms,  but  convalescence  follows  in  from  ten  days  to 
two  weeks. 

Walking  Typhoid.^ — The  symptoms  are  mild,  and  often  dis- 
regarded by  the  patient,  who  refuses  to  go  to  bed  ;  but  grave 
symptoms  may  develop  suddenly,  and  death  from  perforation 
is  not  uncommon. 

Typhoid  in  CMldren.^ — ^The  rash  is  often  absent ;  the  fever 
rises  abruptly;  cerebral  symptoms  are  frequently  marked 

Complicatiotis. — Any  sj-niptom  aggravated  constitutes  a 
complication  ;  tlui>>  high  fever,  excessive  diarrhea,  and  tym- 
panites may  be  troublesome  complications. 

Hcmorrhagi\ — This  usually  occurs  thiring  the  third  week, 
and  is  indicated  by  a  sudden  fall  of  temperature,  followed  by 
dark-red  or  tarry  stools. 

Perforation, — This  occurs  in  about  2  per  cent,  of  all  cases. 
It  may  be  recognized  by  sudden  locah'zed  pain  and  tender- 
ness, fall  of  temperature,  leukocytosis,  marked  tympanites, 
disappearance  of  the  liver  dulness,  vesical  irritation,  and 
signs  of  peritonids. 
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Ptteumonia  (croupous  or  catarrhal)  and  hypostatic  conges- 
tion of  the  lungs  are  common  complications. 

Among  the  less  frequent  complications  or  sequelae  may 
be  mentioned  :  Neuritis^  nephritis,  pyelitis,  cholecystitis,  ap* 
pendicitis,  otitis  media,  periostitis,  parotitis,  phlebitis,  and  tem- 
porar>-  insanity. 

Relapse  and  Recrudescence. — Relapses  are  quite  com- 
mon ;  they  repeat  the  symptoms  of  the  original  attack,  but 
they  are  generally  milder  and  of  shorter  duration,  and  seldom 
prove  fatal. 

Recrudescence— ^\\\%  is  a  sudden  temporary  elevation  of 
temperature  occurring  during  convalescence,  and  is  not  asso- 
ciated  with  a  return  of  the  other  symptoms.  It  is  usually 
due  to  constipation,  excitement,  or  irritating  food. 

Diagnosis. — Acute  miliary  tuberculosis  often  closely  re- 
sembles typhoid  fever.  In  tuberculosis  the  temperature  is 
generally  more  irregular;  the  abdominal  symptoms  are  less 
marked;  pulmonary  symptoms,  especially  dyspnea,  are  more 
marked ;  the  rash  is  absent ;  the  Widal  reaction  is  absent ; 
tubercles  may  be  detected  on  the  retina ;  and  symptoms  of 
basilar  meningitis  may  be  present,  such  as  irregular  pupils, 
ptosis,  and  strabismus. 

Ulcerative  EndocarditiB. — The  diagnosis  may  be  impossible, 
but  the  following  features  would  suggest  endocarditis  :  The 
history  of  a  primary  disease  which  might  induce  ulcerative 
endocarditis;  irregular  fever;  intercurrent  rigors;  marked 
leukocytosis ;  precordial  pain  and  endocardial  murmurs ; 
and  the  absence  of  a  rose-colored  rash,  of  the  Widal  reac- 
tion, and  of  marked  abdominal  symptoms. 

Enteritis. — The  absence  of  high  fever,  of  eruption,  of 
splenic  enlargement,  of  epistaxis,  and  of  bronchial  catarrh 
will  sen^e  to  distinguish  enteritis  from  typhoid  fever. 

Meningitis. — The  abrupt  onset,  the  early  development  of 
cerebral  symptoms,  the  irregular  fever,  the  leukocytosis,  and 
the  absence  of  the  characteristic  rash,  of  abdominal  symptoms, 
and  the  Widal  reaction  will  indicate  meningitis. 

Prognosis. — The  prognosis  should  always  be  guarded. 
No  case  is  too  mild  to  prove  fatal,  and  no  case  is  too  severe 
to  recover.    The  mortality   varies  in   different  epidemics. 
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Under  present  methods  of  treatment  the  average  mortality  is 
about  8  per  cent. 

Contijiued  hi^h  fever  with  slight  diurnal  remissions,  exces- 
sive diarrhea,  severe  cerebral  symptoms,  and  repeated  hemor- 
rhages arc  unfiivorable  features. 

Treatment. — ^As  soon  as  the  nature  of  the  disease  is 
recognized  the  patient  should  be  confined  to  bed.  The  room 
should  be  large  and  airy,  and  provided  with  efficient  means 
of  securing  thorough  ventilation.  The  temperature  of  the 
room  should  be  mahitaincd  between  65'^  and  70^  F.  The 
bed-pan  must  be  used  from  the  beginning  until  convalescence 
is  well  advanced.  The  stools  and  urine  should  be  rendered 
innocuous  before  being  disposed  t:»f  This  may  be  done  by 
treating  the  evacuation  with  twice  its  volume  of  a  I  per 
cent,  solution  of  chlorinated  lime  or  a  5  per  cent,  solution  of 
carbolic  acid,  and  allowing  it  to  stand  in  a  covered  vessel  for 
two  hours  before  emptying  it  into  the  closet.  Soiled  clothing 
should  be  thoroughly  boiled. 

The  diet  should  be  liquid  or  semisolid,  unirritating,  and 
easily  assimilable.  As  a  rule,  milk  is  the  best  food.  Most 
patients  will  be  able  to  take  from  2  to  4  pints  in  the  twenty- 
four  hours,  given  in  portions  of  from  4  to  6  ounces  every 
two  or  three  hours.  It  is  generally  advisable  to  dilute  the 
milk  with  lime-water  If  curds  appear  in  the  stools,  the 
quantity  of  milk  should  be  reduced,  Among  other  permis- 
sible articles  maybe  mentioned  buttermilk,  kumiss,  junket, 
milk-whey,  Ice-cream,  albumin-water,  oyster,  mutton,  or 
chicken-broths,  chicken  jelly,  and  consomme.  The  return 
to  solids  should  not  be  commenced,  as  a  rule,  until  the 
temperature  !ias  been  normal  for  a  week.  Cool  water  or 
ice  will  be  required  to  allay  thirst,  and  even  if  the  latter  is 
absent,  it  is  well  to  give  one  or  the  other  at  regular  inter\'als. 
When  the  first  sound  of  the  heart  weakens  and  the  pulse 
becomes  soft,  stimulants  should  be  administered.  It  is  de- 
sirable to  give  the  alcohol  with  the  milk  so  as  to  stimu- 
late the  stomach  to  digest  the  latter,  and  at  the  same  time 
to  diminish  the  number  of  administrations  of  food  and  medi- 
cine.    From  4  to  8  ounces  of  brandy  or  wliisky  may  be  re- 
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quired  m  the  twenty-four  hours,  the  amount  being  deter* 
mined  by  the  general  efTect. 

The  use  of  the  cold  bath  or  the  cold  pack  will  be  found  an 
excellent  method  of  controlling  fever  and  of  preventing  the 
development  of  severe  nervous  -symptoms.  It  is  esf)edally 
valuable  as  a  stimulant  to  the  nerve-centers,  and  may  be  em- 
ployed whenever  the  temperature  exceeds  \02V^  V.  Hemor- 
rhage and  jKrrforation  contraindicate  its  use  (see  page  276), 

Heart'failurc. — ^Cold  bathing  and  the  timely  use  of  alco- 
hoi  do  much  to  guard  against  heart -failure.  When  the  ten- 
dency to  cardiac  failure  is  pronounced,  strychnin  may  be 
given  in  doses  of  from  -^^  to  ^  grain  ever>*  three  or  four 
hours.  In  severe  cases  the  drug  should  be  given  hypoder- 
mically.  Digitalis  or  strophanthus  may  also  be  tried,  but  in 
the  presence  of  fexer  these  remedies  often  prove  ineffectual. 
If  collapse  is  threatened^  ether,  alcohol  or,  better  still,  cam* 
phor  (i  to  2  grains  in  sterile  olive  oil)  may  be  given  sub- 
cutancously  every  two  or  three  hours. 

Diarrhea. — When  the  diarrhea  exceeds  three  or  four 
stools  a  day,  a  suppository^  of  opium  (J  to  i  grain)  may  be 
used  once  or  twice  daily*  If  llie  diarrhea  be  troublesome, 
bismuth  subnitrate  or  silver  nitrate  may  be  given  by  the 
mouth  in  combination  with  opium : 

£t.     Morphinx  sulphalis gr.  j 

Orphol  ,        ^iss 

Bismuthi  suboiUTitis 5iij. — M. 

Fiant  chartuisc  No»  xv. 

SlG, — One  f>owder  every  three  or  four  hours. 

R .     Argenti  nitrotis   .  ^r.  iij 

Pulveris  opii     .    .  t^f*  *j- — M. 

Fiant  pilulje  xij. 
Sir.. — One  pill  every  three  or  four  hniiis. 

In  very  obstinate  cases  copper  sulphate  with  opium  in  pill 
proves  efficacious. 

ConsHpation^ — ^This  may  be  relieved  by  enemas  of  soap 
and  water  or  by  the  administration  of  fractional  doses  of 
calomel. 

Tympanites, — This  may  be  relieved  by  the  application  of 
turpentine  stupes  and  the  internal  administration  of  some 
antiseptic,  such  as  salol,  creosote,  or  bismuth-beta-naphtlioL 
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When  extreme,  a  soft  rectal  tube  may  be  intioduced  into 
the  bowel. 

Htmorrhage. — Absolute  rest  is  iniperativc.  Cold  bathing" 
should  be  suspended.  It  is  advisable  to  elevate  the  foot  of 
the  bed.  An  ice-bag  may  be  applied  with  advantage  to  the 
right  iliac  region,  and  ice  may  be  given  to  suck.  Tlie  best 
drug  is  morphin  (^  to  ;}■  grain)  hypodermically.  Ergot  is 
of  doubtful  value*  In  cases  of  recurrent  hemorrhage  gelatin 
may  be  given  subcutaneously,  by  the  mouth,  or  by  the 
bowel. 

Insomnia, — Opium  is  generally  the  best  hypnotic.  In 
some  cases,  however,  sodium  bromid  or  chloralamid  acts 
better 

Di'iiriitm  is  best  managed  by  hydrotherapy.  Low,  mut- 
tering  delirium  usually  calls  for  stimulants.  An  ice-cap  is 
useful  Camphor  or  musk  may  be  tried  :  the  former  is  best 
given  hypodermically,  the  latter,  by  the  bowel  In  active  or 
violent  delirium  no  drug  is  so  generally  useful  as  morphin. 

Perforation,— ^^Qov^ry  from  peritonitis  is  so  exceedingly 
rare  under  medicinal  treatment  that  operative  interference  is 
called  for  in  all  cases  that  are  not  obviously  moribynd.  The 
operation  should  be  done  at  the  earliest  possible  moment 
Keen  has  collected  83  cases  with  16  recoveries. 


TYPHUS  FEVER. 
(SMp  Fever;  Jail  Fever.) 

Befinitioii. — An  acute  contagious  disease  unassociated 
with  ajiy  characteristic  lesions,  and  manifested  by  great 
prostration,  a  petechial  rash,  marked  nervous  symptoms, 
and  high  fever  that  defervesces  by  crisis  in  from  twelve  to 
fourteen  days. 

Etiology,^ — It  is  excited  by  an  unknown  poison  that  is 
capable  of  being  carried  in  clothes  (fomites).     It  is  rare  in 
America,  but    not    uncommon    in    England,   Ireland,  an< 
Russia.     Bad  food,  impure    water,  overcrowding,  and  foul" 
air  are  predisposing  factors. 

Pathology. — There  are    no  characteristic  lesions.     As 
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in  other  fevers,  the  Hver  and  spleen  are  swollen,  and  the 
tissues  reveal  parenchymatous  and  fatt}'  degeneration.  The 
blood  is  dark  dnd  flyid. 

Period  of  Incubation* — From  a  few  days  to  two 
weeks. 

Symptoms. — ^Typhus  ferer  begins  abruptly  with  pain  in 
the  head,  back,  and  Umbs ;  extreme  prostration  ;  and  fever 
that  reaches  its  maximum  (104^  to  105 '^  F.)  in  from  two  to 
three  days.  The  temperature  remains  high  until  the  twelfth 
or  fourteenth  day,  when  it  falls  by  crisis. 

The  pulse  is  rapid,  weak,  and  often  dicrotic.  The  tongue 
is  at  first  moist  and  covered  with  a  whitish  fur,  but  it  soon 
becomes  dry  and  brown* 

The  face  is  dusky ;  the  conjunctiva  are  injected ;  the 
pupils  are  contracted, 

N^ervous  SymptoiNS. — In  severe  cases  these  are  prominent, 
and  consist  of  headache,  stupor,  delirium,  subsultus  tcndi- 
num,  carphologia,  and  coma- vigil. 

The  Eruption. — About  the  fourth  or  fifth  day  rose-colored 
spots  appear  over  the  body ;  these  rapidly  become  hemor- 
rhagic or  petechial,  and  fail  to  disappear  on  pressure.  There 
is  a  distinct  relation  between  the  amount  of  eruption  and 
the  severity  of  the  attack.  In  addition  to  this  "  mulberr)'- 
rash  "  there  is  often  a  diftuse,  dark-red,  subcuticular  mott- 
ling. 

Gastro'intestinal  Symptoms , — The  stomach  is  retentive  and 
the  bowels  are  constipated. 

Urine. — The  urine  is  scanty,  high-colored,  and  often  albu- 
minous* 

Complications.^ — These  are  not  very  common,  but  ca- 
tarrhal pneumonia,  localized  gangrene,  neuritis,  nephritis, 
and  abscesses  may  occur. 

Diagnosis. — Cerebrospinal  Meningitis. — In  this  aflTection 
the  pain  in  the  back  is  greater;  the  fever  is  much  more 
irregular;  there  is  greater  tendency  to  opisthotonos  and 
facial  palsies;  vomiting  is  much  more  common,  and  the 
eruption,  though  it  may  resemble  that  of  typhus,  is  incon- 
stant and  without  a  special  time  for  appearing. 

Typlioid  Fever. — The  resemblance  is  in  the  nervous  phc- 
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nomena  only.  In  typhoid  fever  the  fever  rises  and  falls  very 
gradaally;  the  eruption  appears  later,  remains  rosc-redp  and 
does  not  become  pctecliial ;  tlie  face  is  not  dusky ;  the  eyes 
are  not  injected  ;  the  blood  yields  the  Widal  reaction,  and 
there  are  marked  abdominal  symptoms. 

Prognosis. — The  mortality  varies  in  dififerent  epidemics. 


FiG,  14. — Tetnperaturc-chart  of  typhus. 

It  may  exceed  20  per  cent.     Advanced  years  and  alcohol- 
ism render  the  prognosis  very  grave. 

Treatment. — The  patient  should  be  isolated,  and  all 
the  excreta  disinfected.  The  general  treatment  is  tiie  same 
as  that  of  typhoid  fever. 

RELAPSING  FEVER. 
(SpirillTim  Fever;  Famine  Fever.) 

Definition. — An  acute  contagious  disease  excited  by 
the  Spirocha^ta  Obermeieri,  and  characterized  by  recurring 
paroxysms  of  high  fever  lasting  for  from  five  to  seven  days. 

Etiology. — The  exciting  cause  is  the  Spirochseta  Ober- 
meieri, a  spiral'Shaped  microbe  three  or  four  times  as  long 
as  the  diameter  of  a  red  blond-corpuscle.  Bad  water,  poor 
food,  overcrowding,  and  foul  air  predispose  to  epidemics. 
The  (Jisease  is  highly  contagious. 

Pathology.— There  are  no  characteristic  lesions.  The 
liver  and  spleen  are  enlarged^  and  the  latter  is  frequently 
the  seat  of  infarctions.  There  is  usually  catarrhal  inflam- 
mation  of  the  stomach  and  bile-ducts.  The  spirochceta  is 
found  in  the  blood  during  life,  but  only  during  the  parox- 
ysms;  after  death  it  is  found  in  all  the  organs. 
19 
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Period  of  Incubation.— From  two  days  to  two  weeks. 

Symptoms. — The  disease  begins  abruptly  with  a  chill, 
followed  by  fever,  which  reaches  its  maximum  (105^-106° 
F.)  in  twenty-four  hours,  and  remains  high  for  from  five  to 
seven  days,  when  it  falls  by  crisis.  After  an  intermission 
of  five  or  six  days  it  again  rises  rapidly  and  remains  high 
for  a  similar  period.  Convalescence  usually  begins  at  the 
end  of  the  sccLind  paroxysm,  but  it  may  not  begin  until 
after  the  third  or  fnurth.  Other  notewortliy  symptoms  are 
intense  pains  in  the  head,  back,  and  joints,  and  the  presence 
of  the  spirochicta   in   the  blood.      Gastric    irritability  and 


1  I'.;.  13.^ — Temporalurc  curve  »n  relapsing  fc\er. 

jaundice  are  also  common.  Not  infrequently  there  is  an 
ecchymotic  rash. 

Complications. — The  chief  complications  are  hyper- 
pyrexia, nephritis,  pneumonia,  ophthalmia,  and  hemorrhage 
from  the  kidneys,  stomach,  or  bowels. 

Diagnosis* — The  characteristic  febrile  paroxysms  with 
the  long  intermissions  and  the  presence  of  the  spirocha!ta 
in  the  blood  arc  the  distinctive  features. 

Prognosis. — F'avorable  in  uncomplicated  cases. 

Treatment. — As  in  all  contagious  diseases,  isolation, 
free  ventilation,  and  disinfection  of  excreta  and  clothing  are 
important  safeguards  against  the  spread  of  the  virus.  The 
treatment  is  purely  symptomatic.  Absolute  rest,  good 
nursing,  and  proper  diet  will  do  much  to  avert  complica- 
tions. Vomiting  may  be  controlled  by  carbonated  water, 
wine  of  ipecac  (i  minim),  diluted  hydrocyanic  acid  (l  or  2 
drops),  or  cocain  {\  grain);  the  fever  by  cold  sponging; 
and  the  severe  pains  by  morphin  or  phenacetin. 
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CEREBROSPINAL  FEVER. 
(Etiidemic  Cerebrospinal  Meningitis  ;  Spotted  FeTer.) 

Definition.— A  specific  infectious  disease  characterized 
anatomicallv  by  inflammation  of  the  cerebrospinal  meninges, 
and  cHnicail)'  by  intense  pain  in  the  head,  back,  and  limbs, 
convulsions,  irregular  fever,  and  frequently  by  a  petechial 
eruption. 

Etiology.— The  disease  may  be  sporadic  or  epidemic. 
Uvercrovvdin*^,  poor  food,  foul  air,  and  bad  dnnking-water 
predispose  to  epidemics.  Outbreaks  are  most  conmion 
in  the  winter  and  spring,  'i'he  young  are  more  susceptible 
than  the  old.  The  disease  is  nt>t  commonly  regarded  as 
transmissible,  but  cases  have  recently  been  reported  which 
furnish  strong'  evidence  of  its  contagiousness. 

The  Exciting  Cause, — The  Diplococcos  intracellularis  of 
Weichsclbaum  is  the  specific  cause  of  the  disease.  It  ap- 
pears in  the  polymorphonuclear  leukocytes  of  the  exudate, 
and  may  be  gotten  from  the  nasal  secretion  and  the  fluid 
obtained  by  spinal  puncture. 

Pathology. — \x\  most  cases  the  membranes  of  the  brain 
and  cord  are  deeply  congested  and  opaque.  Lymph  and 
pus  arc  found  both  at  the  base  and  on  the  convexity  of  the 
brain,  especiafly  in  the  fissures  and  along  the  blood-vessels. 
The  spinal  meninges  present  similar  changes,  the  posterior 
surface  of  the  cord  being  particularly  involved 

The  liver  and  spleen  are  engorged,  and  the  muscles 
reveal  granular  degeneration.  In  rapidly  fatal  cases  the 
lesions  may  be  verv^  slight. 

Symptoms. ^Common  Form.— The  disease  generally  be- 
gins abruptly  with  a  chill,  followed  by  vomiting  and  excru- 
ciating pain  in  the  head,  back,  and  limbs.  The  muscles  of 
the  neck  and  back  become  rigid  and  contracted,  so  that  the 
head  is  bent  backward  and  the  back  is  straightened ;  in 
severe  cases  the  body  may  be  arched  hi  a  state  of  opis- 
thotonos.   Kernig's  sign  is  an  almost  constant  phenomenon,* 

*  This  consists  in  an  inability  lo  straighten  ihe  leg  completely  when  the 
patient  '\s  in  the  recumbent  posture  aitd  the  thigh  i»  tlexed  at  a  right  angle 
with  ibc  pelvis. 
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Delirium  is  rarely  absent,  and  in  severe  cases  it  is  followed 
by  stupor  and  coma. 

Involvemettt  of  the  Cranial  Nerves. — Pressure  of  the  exu- 
date upon  the  cranial  nerves  may  produce  the  following 
symptoms:  Nystagmus  (tremor  of  the  eyeball);  strabismus; 
ptosis;  irregular,  sluggish  pupils;  and  partial  deafness  or 
bhndoess. 

Ittvoivemeni  of  the  Spinal  Menkes. — ^There  is  extreme 
cutaneous  hyperesthesia,  so  that  the  slightest  touch  excites 
pain.  The  muscles  of  the  exiremities  are  stiff  and  may 
twitch^but  arc  rarely  palsied  The  patellar  reflex  is  usually 
diminished.  The  joints  are  occasionally  red,  swollen,  and 
painful. 

fchile  Symptoms. — The  temperature  is  irregular  in  its 
course  and  indefinite  in  its  duration  ;  ordinarily  it  ranges  be- 
tween 101°  and  103°  F.,  but  in  some  cases  it  is  almost 
normal,  and  in  others  it  is  very  high.  The  pulse  is  rapid 
and  full;  the  bowels  are  constipated;  and  the  urine  may 
contain  albumin  and  sugar  There  is  usually  rapid  emacia- 
tion.    Polyuria  is  an  occasional  symptom. 

77te  Eruption. — The  eruption  is  neither  constant  nor  pecu- 
liar. In  many  cases  a  blotchy  purpuric  rash  appears  over 
the  entire  body.  Herpes  facialis  is  also  frequently  ob- 
served. In  other  cases  urticaria  or  a  roseolar  or  cr>^thema- 
tous  rash  appears. 

Tfie  Blood, — Leukocytosis  is  always  present. 

Lumbar  tincture, — In  a  large  proportion  of  the  cases 
diplococci  are  found  either  on  microscopic  examination  or 
by  culture. 

The  duration  is  from  a  few  hours  to  several  wrecks.  In 
favorable  cases  recovery'  is  always  slow. 

Fulminant  Form. — There  is  an  abrupt  onset,  with  a  chill, 
followed  by  vomiting,  headache,  moderate  fever,  convul- 
sions, a  petechial  or  purpuric  rash,  and  death  in  a  few  hours 
from  collapse. 

Abortive  Form.— The  disease  begins  abruptly  with  grave 
symptoms,  but  terminates  in  a  few  days  in  recovery. 

Intermittent  Form. — The  fever  is  cliaractcrized  by  inter- 
missions or  marked  remissions  that  occur  daily  or  every 
other  day. 
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Diagnosis. — Typhoid  Fever, — The  gradual  onset,  the 
regular  fever,  the  diarrhea  and  tympanites,  the  Widal  reac- 
tion, and  the  absence  of  rigidity,  of  intense  pain  in  the 
back  and  limbs,  of  facial  palsies,  of  leukocytosis,  of  Kernig's 
sign,  and  of  herpes,  will  serve  to  distinguish  typhoid  from 
cerebrospinal  fever. 

Typhus  Fever.— The  regular  fever,  the  absence  of  intense 
pain  in  the  back  and  limbs,  of  facial  palsies,  uf  Kernig's 
sign,  and  of  muscular  rigidity  will  distinguish  typhus  from 
cerebrospinal  fever. 

Acute  articular  rheumatism  may  resemble  cerebrospinal 
meningitis,  but  the  early  involvement  of  the  joints,  tlie  acid 
sweats,  and  the  absence  of  rigidity,  of  eruption,  and  of  facial 
palsies,  will  fiistinguish  it  from  cerebrospinal  meningitis. 

Tuberculous  MeningitiB.— In  this  disease  the  onset  is  less 
abrupt;  there  is  less  tendency  to  opisthotonos;  herpes  is 
rare;  petechia  are  always  absent  Lumbar  puncture  affords 
a  reliable  means  of  diagnosis  and  a  primary  focus  of  tuber- 
culosis can  generally  be  detected  elsewhere  in  the  body. 

Prognosis* — The  mortality  varies  in  different  epidemics 
from  20  to  80  per  cent  The  prognosis  should  always  be 
guarded ;  the  mildest  cases  may  prove  fatal  Severe  cere- 
bral symptoms  usually  indicate  a  fatal  termination. 

Complications  and  Sequelae. — These  include  defective 
vision  from  inflammation  of  the  cornea  or  retina  or  from 
atrophy  of  the  optic  nerve ;  defective  hearing  from  inflam- 
mation of  the  auditory  nerve  or  from  suppurative  inflamma- 
tion of  the  internal  or  middle  ear;  pneumonia;  arthritis; 
aphasia;  peripheral  palsies ;  imbecility;  chronic  hydroceph- 
alus ;  and  persistent  headache  from  chronic  meningitis. 

Treatment. — ^Cerebrospinal  fever  is  probably  not  con- 
tagious, hence  rigid  isolation  is  not  usually  regarded  as 
absolutely  necessar>\  It  is  advisable,  however,  to  disinfect 
the  discharges,  bed-linen,  etc.  The  sick-room  should  be 
quiet,  darkened,  and  well  ventilated.  The  diet  should  be 
liquid  and  supporting.  In  some  cases,  in  order  to  secure 
the  ingestion  of  enough  nourishment,  it  may  be  necessary 
to  resort  to  nutrient  enemas  or  forced  feeding  by  means 
of  a  stomach-tube.  Cardiac  failure  must  be  combated  by 
stimulants,  of  which  the  best  are  whisky  and  brandy. 
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In  sthenic  cases  the  withdrawal  of  several  ounces  of  blood 
by  wet-cups  applied  along  the  cervical  vertebrae  may  prove 
useful.  Cold  applied  to  the  head  and  along  the  spine 
affords  considerable  relief.  Blisters  to  the  nape  of  the  neck 
are  of  ddubtfid  value,  at  least  during  the  irritative  stage, 
Morphin  hypodermically  is  the  best  drug  for  the  relief  of 
pain,  restlessness,  spasms,  and  insomnia.  In  mild  cases 
bromids  may  suffice. 

Fever  is  controlled  best  by  cold  sponging  or  the  cold 
pack,  or,  if  the  temperature  is  very  high,  by  systematic  cold 
bathing.  Repeated  lumbar  punctures  have  been  found  use- 
ful in  relieving  excruciating  headache,  delirium,  somnolence, 
and  coma. 

Tonics — iron,  strychnin,  and  cod-liver  oil — are  generally 
indicated  during  convalescence.  Local  palsies  will  require 
massage  and  electricity. 


MALARIAL   FEVER. 
(Chills  and  Fever ;  Fever  and  Ague ;  Faludism.) 

Definition. — An  infectious  disease,  excited  by  a  proto- 
zoan parasite — the  hematozoon  or  Plasmodium  malaria?  of 
Laveran,  and  characterized  by  splenic  enlargement,  fever 
with  periodic  intermissions  or  remissions,  chills,  and  anemia. 

etiology, — ►Man  becomes  infected  with  the  organism  of 
malaria  usually,  if  not  invariably,  through  the  bite  of  certain 
mosquitos,  namely,  those  belonging  to  the  genus  Anopheles, 
which  serve  as  hosts  for  the  parasite.  The  usual  source 
from  which  the  mosquito  derives  the  parasite  is  man.  The 
conditions  predisposing  to  infection  are  those  which  are 
favorable  to  mosquito  life,  namely,  high  temperature,  humid- 
ity, and  collections  of  water  undisturbed  by  winds  or  cur- 
rents. 

Persons  living  in  high-lying  localities  are  less  liable  to 
infection  than  those  living  in  low  lands,  because  the  mos- 
quito  does  not  rise  high  above  the  ground.  Malaria  is 
more  apt  to  be  contracted  at  night  than  during  the  day,  be- 
cause  most   sj>ccics   of  anopheles  are   nocturnal    in   their 
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^  more  exposed  to  infection  are  more 


habits.       Males  he  in 

often  attacked  than  females. 

Pathology. — Three  forms  of  malarial  parasites  have  been 
distini^uished;  (1)  Tertian;  (2)  quartan;  (3)  estivo-autumnal. 

ftrtuiH  Parasih\ — Several  hours  after  a  chill  small  hyaline 
bodies  with  ameboid  movements  api:>ear  in  some  of  the  red 
corpuscles,  loiter  pigment-granules  in  considerable  quantity 
collect  around  the  periphery  of  the  parasite.  During  this 
tinie  the  organism  increases  in  size  and  the  corpuscle  grows 
jMilen  Eventually  the  parasite  may  fill  almost  entirely  the 
red  cell.  After  a  time  the  pigment  collects  in  the  center, 
the  ameboid  movements  cease  entirely^  and  segmentation  of 
the  parasite  follows,  with  the  formation  of  a  roset-like  figure 
composed  of  from  1 5  to  26  parts  or  spores.  The  red  cell 
next  ruptures,  and  the  spores  escape  in  the  plasma,  to  enter 
other  red  cells  and  go  through  tlie  same  cycle  of  develoj)- 
mcnt.  Tile  paroxysms  ur  chills  occur  at  the  time  of  spor- 
ulation,  and  are  doubtless  due  to  the  production  of  a  toxin. 
The  tertian  parasite  requires  forty -eight  hours  to  complete 
its  cycle  of  development ;  hence  when  a  single  group  of 
these  parasites  is  present,  paroxysms  occur  every  other  day 
(tiTtiaft  fri'i'r).  If,  however,  two  groups  coexist  and  sporu- 
late  on  alternate  davs,  a  paroxysm  occurs   daily  [quotidian 

Certain  mature  parasites  (sexual  forms  or  gametocytes) 
do  not  undergo  segmentation,  but  complete  the  cycle  of 
their  develo[)ment  in  the  tissues  of  another  host  (mosquito). 
Spores  equivalent  to  those  resulting  from  the  segmentation 
of  the  asexual  forms  are  inoculated  into  man  by  the  bite  of 
the  insect  and  on  entering  the  red  blood-cells  develop  into 
sexual  or  asexual  forms. 

Quartan  Panrsih; — This  is  less  widely  distributed  than 
the  tertian  paiasitc.  It  differs  from  the  latter  in  having 
coarser  but  less  abundant  pigment,  and  in  not  decolorizing 
the  red  cell.  Segmentation  occurs  tn  about  sevent>^-two 
hours,  with  the  formation  of  from  6  to  14  spores.  One 
group  of  quartan  parasites  excites  a  chill  every  fourth  day 
[quartan  fit* cr\.  When  two  groups  coexist,  a  chill  occurs 
on  each  of  two  successive  days,  separated  by  one  day  of 
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intermission  {double  quartan  fnu^ry     When     three  groups 
coexist,  a  chill  occurs  every  day  [ijuotuiian  fciH^r). 

The  life-history  of  the  quartan  parasite    is  similar  to  that 
of  the  tertian  parasite. 

Estk'o-autumual  Parasih\ — The  latter  half  oi  the  life-c)'cle 
of  this  para^^ite  is  carried  out  in  the  internal    organs.      The 
endocorpuscular  form   is  smaller  than   that    of  cither   the 
tertian  or  the  quartan,  and  contains  much  less    pigment    As 
t!ie   parasite   develops   the    corpuscle    acquires     a   peculiar 
shriveled    and    "  brassy "    appearance.     Segmentation    docs 
not  occur  in   the  peripheral  blood,  but  in  the  spleen    and 
other  internal  parts.     After  the  infection  has  lasted  a   week 
or  more,  crcsrtnf    ovoid,  and  rmind  bodies,  with    central 
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-Various  forms  of  hem  rit.i:     IVhm 
•'isvMii,  w,  vuung  hyalint:  form;  A,  livitlihu.-    foini  ■.^lin  i-.i^iumum  |,j'i.»,iii*.ni.iiiL,n , 
i\  pigmented  form  /  d,  full-grown  pigmented    form  ;  e,f,g,  segmeming  forms. 

clumps  of  coarse  pigment  granules^  appear  in  the  corpuscles, 
which  by  this   time  are  scarcely   more  than  thin,  colorless 
sliells.     The  crescent  and  ovoid    forms  are  gamctocytes,  the 
later  evolution  of  which  occurs    m  the  tissues  of  the  mos- 
quito.    The  estivo-autumnal    parasite  varies  in  the  knif^th  of 
time  necessary  for  completing   its  developmental  cycle. 

Pathologic  Effects.— The  destruction  of  the' red  cells 
by  the  parasites  is  followed  by  anemia,  melanemia,  and  pig- 
mentation of  the  organs.     The  spleen  becomes  greatly  en- 
larged from  congestion.    In  chronic  cases  (malarial  cachexia) 
it  becomes  hard  and  tough  from  hyperplasia  of  the  fibrous 
tissue.     E.xtrcmc  disintegration  of  the  blood  may  occasion 
thrombosis  of  small  vessels  and  also  hemoglobinuria. 

Clinical  Varieties  of  Malaria. — The  following  clinical  forms 
are  recognized:  (i)   Intermittent  malarial  fever;  (2)  estivo- 
autumna!  fever;  (3)  pernicious  malarial  fever;  (4)  chronic 
malarial  cachexia. 

1^ ^^j^ 
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INTERMITTENT  MALARIAL  FEVER. 

Intermittent  malarial  fever  is  excited  by  tertian  or  quartan 
parasites.  It  is  characterized  by  paroxysms  of  fever  occur* 
rin^  at  definite  periods,  each  paroxysm  consisting  of  a  cold, 
a  hot,  and  a  sweating  stage. 

Co/i/  S/fj^n: — This  stage  is  characterized  by  lassitude, 
aching  in  the  limbs,  and  great  cliillincss.  The  features  are 
pijiched;  the  lips  are  blue;  and  the  surface  is  cold  and 
rough  (cutis  anserina).  The  rectal  temperature,  however,  is 
high  (105°- 1 06'^  F.J.  Vomiting  may  occur.  The  chill  may 
last  from  a  few  minutes  to  an  hour  or  more, 

//af  Sf(i£-i\—ThG  surface  temperature  gradually  rises;  the 
skin  becomes  hot ;  tlie  face  flushed ;  the  eyes  injected  ;  and 
the  pulse  full  and  rapid.  The  temperature  in  the  axilla  may 
reach  106*^  or  107°  F.  The  patient  complains  of  severe 
pain  in  the  head,  back,  and  hmbs,  and  of  intense  thirst  The 
urine  is  scanty  and  dark  colored.  This  stage  ysiially  lasts 
from  one  to  five  hours. 

Sweating  Stage. — The  fever  gradually  subsides  ;  the  pains 
grow  less,  free  perspiration  follows,  and  the  urine  becomes 
plentiful.  Within  an  hour  or  two  the  attack  is  over  and  the 
patient  falls  into  a  refreshing  sleep. 

In  addition  to  the  recurring  paroxysms,  intermittent 
malarial  fever  presents  symptoms  common  to  all  forms  of 
malarial  infection,  namely,  enlargement  of  the  spleen,  anemia, 
pigmentation  of  the  leukocytes,  and  the  presence  of  hema- 
tozoa  in  the  blood.     There  is  no  feukoc\tosis. 


ESnvaAUTUMNAL  FEVER. 

(Eemittent  Fever;   Semitertian  Fever.) 

In  temperate  zones  this  type  occurs  chiefly  in  the  late 
summer  and  autumn.  In  tropical  countries,  where  it  often 
assumes  a  most  severe  form,  it  occurs  at  all  seasons. 

The  symptoms  of  estivo-autumnal  fever  are  often  quite 
irregular,  The  hot  stage  of  the  paroxysm  often  lasts 
twenty-four  or  thirty -six  hours,  or  even  longer,  and  the 
intermissions  are  ver>^  short.  In  many  cases  there  are  no 
actual  intermissions,  but  simply  remissions  (remittent  fever). 
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The  chill  and  the  sweat  may  be  as  severe  as  in  intermittent 
fevxTj  but  usually  they  are  slight  and  of  short  duration. 
There  is  often  slight  jaundice  (bilious  remittent  fever).  In 
some  cases  there  is  mild  delirium »  making  the  condition  re- 
semble very  closely  typhoid  ^t^wQv.  Prostration  is  always 
marked.  The  spleen  is  enlarged.  The  characteristic  para- 
site is  found  in  the  blood. 


PERMaOUS  MALARIAL  FEVER. 

Tliis  type  is  excited  by  the  estivo-autumnal  parasite.  It 
prevails  in  tropical  and  subtropical  countries,  and  is  rare  in 
temperate  regions.  The  second  or  third  paroxysm  may 
assume  a  pernicious  type,  but  never  the  first.  The  symp- 
toms vary  with  the  localization  of  the  parasite.  When  the 
latter  accumulate  in  the  capillaries  of  the  brain  and  men- 
inges, the  attack  may  be  manifest  by  delirium,  aphasia^  and 
rapidly  developing  coma  [comaiose  type).  Wlicn  the  Jocah- 
zation  is  gastro-intestinal,  there  may  be  vomiting  and  purg- 
ing of  serous  material,  cramps,  suppression  of  urine,  cold- 
ness of  the  surface,  profuse  sweating,  and  fatal  collapse 
{algid  type).  In  other  cases,  in  consequence  of  a  sudden 
and  intense  hemolysis,  the  paroxysms  are  associated  with 
jaundice,  bilious  vomiting,  and  hemoglobinuria.  Bleeding 
into  the  subcutaneous  tissues  and  from  the  mucous  mem- 
branes may  also  occur  (hinionha^ic  type). 

Chronic  Malarial  Cachexia,— Malarial  cachexia  may 
be  a  sequel  of  repealed  attacks  of  intermittent  or  estivo- 
autumnal  fev^er,  or  it  may  develop  insidiously  as  a  primary 
condition. 

There  is  intense  anemia  with  its  attending  phenomena. 
Pigment  granules  are  found  in  some  of  the  leukocytes  and 
in  the  plasma.  The  parasites  are  at  times  absent  from  the 
blood.  The  complexion  is  sallow  or  muddy.  The  tempera- 
ture is  usually  subnormal,  but  there  may  be  occasional 
slight  attacks  of  fever.  The  spleen  is  greatly  enlarged. 
Weakness  and  emaciation  are  marked.  Indigestion,  flatu- 
lency, and  constipation  are  common  symptoms.  Periodic 
headache,  neuralgia,  and  hematuria  are  sometimes  obser\^ed. 

Diagnosis  of  Malarial  Infectioti.^Estivo-autumnal 
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fever  very  closely  resembles  typhoid  fever.  The  latter  may 
be  recognized  by  the  mxirkcd  abdominal  symptoms,  typical 
rash,  Widal  reaction,  and  the  absence  from  the  blood  of 
hematozoa. 

Yellow  Fever. — The  comparatively  slow  pulse,  early  albu- 
minuria, bloody  vomit,  single  remission  in  the  temperature, 
and  the  absence  of  splenic  enlargement  and  of  hematozoa 
from  the  blood  will  serve  to  distinguish  yellow  fever  from 
bilious  remittent  fever. 

Charcot's  Hepatic  Pever^The  history  of  the  case,  the  pain 
and  tenderness  over  the  region  of  the  gall-bladder,  the  leuko- 
cytosis, and  the  absence  of  hematozoa  from  the  blood  will 
lead  to  the  recognition  of  this  condition. 

Leukemia. — The  marked  leukocytosis  and  the  presence  in 
the  blood  of  myelocytes  in  large  numbers  will  serve  to  sepa- 
rate myelogenous  leukemia  from  chronic  malarial  cachexia. 

Prognosis. — In  the  simpk  intermittent  forvis  of  malarial 
fever  the  prognosis  is  uniformly  favorable.  Recovery  usually 
follows  in  from  two  to  three  weeks.  Estivo-autumnal  fe^*er 
is  more  resistant,  but  the  outlook  is  favorable.  Pernicious 
malarial  fever  is  an  exceedingly  grave  disease,  the  second  or 
third  paroxysm  not  infrequently  ending  fatally.  Many 
patients  with  eftnntie  malanal  cacltexia  recover  under  appro- 
priate treatment,  but  when  the  spleen  is  extremely  large 
and  the  anemia  is  very  pronounced,  the  prognosis  must  be 
guarded. 

Treatment. — Prophylactic  measures  include  the  exter- 
mination of  mosquito's,  tlie  prevention  of  infection  of  mos- 
quitos,  and  the  prevention  of  infection  by  mosquitos  (Man- 
son).  The  most  useful  methods  of  suppressing  mosquitos 
are  the  efficient  drainage  of  pools  and  swamps  and  the  cul- 
tivation of  damp  soils.  Covering  the  surface  of  the  water 
with  petroleum  will  also  free  pools  from  larvas  for  from  two 
to  four  weeks.  To  prevent  the  infection  of  mosquitos,  ma- 
larial patients  should  be  carefully  screened.  The  chief 
means  of  preventing  infection  by  mosquitos  are  avoidance 
of  sleeping  in  the  open  air  and  of  exposure  to  the  evening 
and  early  morning  air.  adequate  protection  from  the  insects, 
and  the  use  of  quinin  in  daily  doses  of  from  2  to  5  grains. 
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Quinin  is  the  only  reliable  remedy  for  malarial  fever, 
Mcthylerie-blyc  (2  to  5  grains  with  half  it^  weight  of  pow- 
dered nutmeg  thrice  daily)  and  Warburg's  tincture  possess 
some  value,  but,  being  distinctly  less  efficacious  than  quinin, 
they  should  be  employed  only  when  the  latter  is  not  well 
borne. 

In  ordinary  inUrmitUnt  fci>cr  the  quinin  should  be  given 
in  daily  doses  of  from  15  to  20  grains,  so  divided  that  the 
last  dose  is  taken  about  three  hours  before  the  expected 
chili. 

The  remedy  should  be  continued  in  full  doses  until  the 
paroxysms  fail  to  appear,  and  then  gradually  withdrawn 
over  a  period  of  several  weeks.  The  administration  of  a 
laxative  dose  of  calomel  as  a  preliminary  measure  increases 
the  efficacy  of  the  quinin,  probably  by  facilitating  its  absorp- 
tion. 

For  adults  quinin  is  best  prescribed  in  capsules,  cachets, 
or  freshly  made  pills.  For  children  it  may  be  given  sus- 
pended in  syrup  of  verba  santa,  syrup  of  chocolate,  or 
elixir  of  licorice.  During  convalescence  iron  and  arsenic 
may  be  advantageously  given  with  the  quinin,  as  in  the  fol- 
lowing foi  inula: 


R.     Ferri  pyropliospbalU  .    .    . 

Arseni  trio^idi    .    . 

(  hjijiinar  sulphatis  .    . 

Pulvcris  capsici  ,    .    . 
Pone  in  cap6til&s.  No.  atx. 
SiG. — One  thrice  daily  after  meals. 


gT.  « 


In  estkro^uUimnal  fever  larger  doses  of  quinin  (30  to  40 
grains  a  day)  are  usually  required.  In  pernicious  malarial 
/n>er  the  patient  should  becinchonrzed  as  quickly  as  possible 
by  injecting  at  once  into  tfie  tissues  of  the  thigh  or  buttock 
about  30-40  grains  of  a  soluble  salt  of  quinin  like  the  dihy- 
drochlorate. 

Symptomatic  Treatment. — ^During  thg  cold  stage  of  the  par- 
oxysms the  patient  should  be  well  covered  with  warm 
blankets  and  given  hot  drinks.  Opium  in  the  form  of  pare- 
goric is  sometimes  useful  in  mitigating  discomfort.  It  may 
be  combined  with  a  few  minims  of  aromatic  spirits  of  ammo- 
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nia,  chloroform,  or  Hoffmann's  anodyne.  In  the  hot  stage 
much  relief  is  afforded  by  frequently  spong^in^  the  body  with 
cool  water,  giving  cold  drinks,  and  administering,  if  the 
symptoms  are  very  severe,  a  small  dose  of  phenacetin.  In  the 
algid  tyf>e  of  pernicious  malarial  fever  it  may  be  nccessar>'  to 
give  alcohol  freely,  \\\W\  digitalis  and  strychnin,  to  tide  the 
patient  over  the  paroxysm. 

Malarial  cachexia  requires  tonic  and  hygienic  treatment. 
Arsenic,  iron,  and  cod-liver  oil  are  especially  valuable.  As 
in  other  manifestations  of  malaria,  quinin  is  indicated  so  long 
as  the  blood  shows  parasites.  According  to  Wood,  it  is 
much  better  to  produce  distinct  cinchonism  at  intervals  than 
to  give  the  drug  continuously  in  moderate  doses.  When 
there  is  constipation,  mild  bitter  laxatives  are  bencficiaL 
Change  of  locality  is  sometimes  necessary  to  effect  a  cure. 


SCARLET  FEVER* 

(Scarlatina.) 

Definition*^ — An  acute,  contagious  disease,  characterized 
by  high  fever,  a  rapid  pulse,  a  punctiform  scarlet  rash,  sore 
throat,  and  a  marked  tendency  to  nephritis. 

Etiology, — The  specific  micro-organism  of  scarlet  fever 
has  not  been  isolated.  The  Streptococcus  pyogenes  is 
present  in  most  of  the  complicating  lesions.  Thecontagium 
is  usually  carried  through  clothes  or  other  fomites,  or  in 
food,  particularly  milk.  The  poison  is  tenacious  and  of  ex- 
treme vitality  ;  infected  clothes,  unused  for  years,  have  led 
to  outbreaks.  The  disease  is  probably  contagious  at  all 
f)€riods,  but  it  is  most  so  during  the  stage  of  desquamation. 
The  young  are  especially  predisposed,  but  not  equally  so. 
One  attack  does  not  give  absolute  immunity,  but  second 
attacks  are  very  uncommon. 

Pathology*— The  throat  is  inflamed  and  sometimes  ulcer- 
ated ;  the  liver  and  spleen  are  engorged ;  and  the  muscles 
reveal  granular  degeneration.  The  kidneys  frequently  show 
the  lesions  of  hemorrhagic  nephritis,  the  glomeruli  being  es- 
pecially involved.     The  rash  is  rarely  detected  after  death. 

VarietieS.^ — (l)  Simple;  (2)  anginoid;  (3)  malignant 
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Period  of  Inctibatioii. — From   two  to  seven  days. 

Symptoms,— riie  disease  generally  begins  suddenly,  oc- 
casionally with  a  chill,  but  more  commonly  with  vomiting  or 
convulsions. 

Throat  Symptoms, — These  consist  in  (xiin  and  difficulty  in 
swallowing  ;  fullness  and  tenderness  beneath  the  jaw  ;  and  en- 
largement of  the  lymphatic  glands.  The  tongue  is  at  first 
heavily  coated  and  red  at  the  tip  and  edges ;  in  a  few  days 
the  coating  almost  entirely  disappears,  and  the  papilla  be- 
come bright  red  and  swollen.  This  appearance  has  given 
rise  to  the  term  "  strawberry  tongue."  The  pillars,  tonsils, 
uvula,  and  phar>'ngeal  vault  are  deeply  injected  and  may 
reveal  a  punctiform  efflorescence  before  the  rash  develops  on 
the  skin.  In  severe  cases  the  tonsils  may  be  the  seat  of 
follicular  inflammation,  or  may  be  covered  with  false  mem- 
brane. 

Eruption^ — A  scarlet-red  punctiform  rash  appears  at  the 
'tmX  of  the  first  <n  at  the  beginning  of  the  second  day,  on  the 
neck  and  chest,  and  rapidly  spreads  over  the  entire  body.  It 
disappears  on  pressure,  a  white  line  remaining  for  a  second 
or  tw^o  when  the  finger-nail  is  drawn  through  it.  It  may  be 
uniform  or  it  may  occur  in  discrete  patches  surrounded  by 
healthy  skin.  The  rash  lasts  for  from  five  to  seven  days, 
and  is  followed  by  flaky  desquamation.  The  period  of  des- 
quamation may  last  for  from  two  to  six  weeks. 

In  some  cases  the  rash  is  pale  and  scarcely  visible,  in 
others  it  is  slightly  papular  or  vesicular  (scarlatina  miliaris) ; 
in  malignant  cases  it  may  be  petechial. 

Febrile  Symptoftts. — The  fever  rises  abruptly,  reaching  its 
maximum  (104°- 105^  F.)  in  from  twenty-four  to  fortv'-dght 
hours,  remains  nearly  uniform  for  three  or  four  days,  and 
then  falls  by  lysis.  The  duration  of  the  febrile  period  is 
from  seven  to  nine  days.  The  pulse  is  very  rapid^-out  of 
proportion  to  the  fever;  the  respirations  are  hurried;  the 
appetite  is  lost;  the  bowels  are  constipated ;  and  the  urine 
is  scanty,  high-colored,  and  often  albuminous.  There  is  a 
well-marked  leukocytosis. 

Nerifous  Symptoms. — Restlessness,  headache,  insomnia, 
delirium^  and  convulsions  may  occur  in  die  course  of  tJie 
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Convulsions  developing  late  in  the  disease  should 
suggest  uremia. 

Anginoid  Scarlet  Fever. — This  form  is  characterized  by 
severe  throat  symptoms.  The  tonsils  are  much  swollen  and 
are  often  covered  with  false  membrane.  The  fever  is  high 
and  the  prostration  is  profound.  Ulceration  of  the  throat 
frequently  occurs.  Death  may  result  from  exhaustion,  aspi- 
ration-pneumonia,  or  hemorrhage. 

Malignant  Scarlet  Fever. — The  onset  is  abrupt,  with  a  chill, 
vomiting, or  convulsion ;  the  fever  is  very  high(  106^-107*^  F.) ; 
the  pulse  is  rapid  and  feeble  ;  delirium  sets  in,  and  is  followed 
by  coma.  Death  ma\'  result  before  the  appearance  of  the 
rash,  in  from  twenty-four  to  forty -eight  hours. 

Compllcatiotis,^The  most  common  is  nephritis.  This 
usually  develops  during  convalescence.  As  mild  attacks  are 
unassociatcd  with  constitutional  symptoms,  the  urine  should 
be  examined  daily.  Severe  attacks  are  manifested  hy  sup- 
pression of  urine,  general  edema,  and  uremic  phenomena. 
Nephritis  may  be  the  immediate  cause  of  death  in  scarlet 
fever,  or  it  may  become  chronic.  Many  cases,  however,  end 
in  complete  recover)'. 

Among  other  complications  may  be  mentioned  hyperpy- 
rexia, endocarditis,  pericarditis,  catarrhal  pneumonia,  sup- 
puration of  the  lymphatic  glands,  ophthalmia,  inflammation 
of  the  middle  ear.  and  a  peculiar  inHammation  of  the  joints 
rese  m  b !  i  n  g  r h  c  11  m  ati  s  m. 

Diagnosis. — Acute  tonsillitis  may  resemble  scarlet  fever, 
especially  when  the  former  is  associated  with  an  erythema- 
tous rash  ;  but  in  tonsillitis  there  is  no  history  of  contagion, 
the  pulse  is  proportionate  to  the  fever;  the  rash,  if  present, 
is  not  punctiform  ;  the  tongue  has  not  the  strawberr>'  appear- 
ance; and  there  is  no  tendency  to  nephritis. 

Diphtlieria. — The  onset  is  less  abrupt ;  there  is  more  pros- 
tration ;  false  membrane,  containing  the  Klebs-Lofifler  ba- 
cillus, is  always  present ;  a  cutaneous  rash  is  usually  ab.sent; 
and  the  tongue  does  not  present  a  strawberry  appearance. 

Measles. — The  sore  throat  is  less  marked  ;  catarrhal  symp- 
toms are  present ;  the  rash  appears  later,  is  papular,  and 
forms  crescentic-shaped  patches ;  the  fever  shows  a  decided 
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remission  on  the  second  or  tliird  day ;  and  the  pulse  is  pro- 
portionate to  the  fever. 

Eothelm. — This  may  be  difficult  to  distinguish  from  scar- 
latina, but  the  fever  is  not  so  high,  nor  the  pulse  so  rapid  ; 
the  postcervical  glands  are  more  swollen ;  there  is  no  ten- 
dency to  nephritis  ;  and  the  rash  is  not  punctiform. 

Accidental  Eashes.^ — ^Certain  drugs  like  belladonna,  quinin, 
and  copaiba,  and  certain  foods,  like  crabs  and  oysters,  may 
produce  a  rash  like  that  of  scarlet  fever,  but  it  is  not  puncti- 
forni,  and  is  not  associated  witli  high  fever,  snrc  throat,  and 
rapid  pulse. 

Prognosis. — Always  guarded.  The  mortalit>'  varies  in 
different  epidemics  from  5  to  40  per  cent. 

Treatment, — The  patient  should  be  isolated  for  from 
six  to  eight  weeks.  All  articles  used  in  the  sick-room 
should  be  thoroughly  disinfected  before  being  removed. 
To  prevent  dissemination  of  the  scales  some  bland  ointment 
(cold  cream  or  cocoa-butter)  should  be  applied  to  the 
patient's  body  at  least  once  a  day  until  desquamation  is  com- 
plete. The  patient  should  not  be  allowed  to  leave  his  bed 
for  at  least  a  week  after  the  fever  has  subsided. 

The  diet  should  consist  of  milk,  junket,  kumiss^  ice- 
cream, fruit-juices,  and  gruels.  Water  should  be  given 
freely  to  relieve  thirst  and  to  keep  the  secretions  active. 

Vomiting  \\\\\  call  for  antiemetics — cracked  ice,  carbonated 
water,  bismuth  subnitrate,  or  diluted  hydrocyanic  add. 

Fa'er. — Tepid  sponging  is  vfLvy  grateful  throughout  the 
febrile  period.  Fever  above  103°  F.  should  be  combated 
with  cold  packs  or  baths  (80*^  F.).  and  by  cold  applications 
to  the  head. 

When  the  temperature  is  not  ver>'  high,  a  mild  febrifuge 
hke  the  following  will  be  found  useful : 

B<     S|«ntus  aetheris  nUroM fx^r) 

Liquor  ammonii  acetatis  .    .    .    q.  «^  ad  (jiij.— M. 
SlG.— Dessertspoonful  with  wairr  every  three  hottii  (or  a  ciitld  cH 
five  years. 

Tftroat  Symptoms, — The  nose  and  throat  should  be 
cleansed  with  mild  antiseptic  sprays,  such  as  a  weak 
DobelFs  solution  or  a  solution  of  hydrogen  dioxid  (i  :4). 
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When  tonsillitis  is  severe,  the  following  application  will  be 
found  efficacious : 

U..     Foiassii  chJoralis  .,.,.,,♦  gr<  XX 

Tincturae  ferri  chlorLdi 

Glycerini  .   .   .    , aag&j 

Aquae q.  s.  ad  l^ij.- — M. 

SiG> — Apply  to  Die  totalis  several  limes  a  day  with  a  colton  swab. 

Ctwdhic  wtHikness  must  be  combated  with  such  drugs  as 
alcohol,  strychnin,  and  digitalis. 

Cercbt'al  symptoms  i\x*i  bii^t  controlled  by  the  application 
of  an  ice-cap  and  the  administralion  of  brnmids  or  small 
doses  of  chloral  or  phcnacetin.  When  the  nervous  symp- 
toms are  due  to  high  temperature,  cold  bathing  is  most 
eflfective. 

In  acute  otitis  media  nothing  affords  so  much  relief  as 
gently  syringing  the  auditory  canal  with  hot  water  The 
application  of  a  leech  beiiind  the  ear  is  also  useful.  When 
the  tympanic  membrane  bulges,  indicating  the  presence  of 
pent-up  pus,  the  latter  should  be  evacuated  by  puncture. 

Should  severe  nephritis  develop,  dry  cupping  over  the 
loins,  followed  by  warm  fomentations,  will  often  prove  of 
value.  Aperients,  especially  salines,  are  indicated.  Warm 
batJis,  hot  packs,  vapor-baths,  or  pilocarpin  (^  to  ^  grain) 
should  be  used  to  promote  diaphoresis.  When  the  urine  is 
scanty,  unirritating  diuretics,  like  potassium  acetate  or  bi- 
tartrate  and  digitalis,  are  of  service. 
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(Eubeola;  Morbilli.) 

Defiliitloii.^An  acute  contagious  disease,  characterized 
by  catarrh  of  the  respirator^'  tract,  moderate  fever,  and  a  red 
papular  eruption,  which  appears  on  the  fourth  day,  lasts 
four  or  five  days,  and  is  followed  by  bran-like  desquamation. 

Etiology. — Measles  is  highly  contagious,  and  the  poison 
may  be  transmitted  through  clothes  and  other  fomites.  The 
contagium  is  apparently  associated  with  the  nasal  and  bron- 
chial secretion,  but  it  has  not  been  isolated.  Measles  is  most 
commonly  observed  in  children,  but  unprotected  adults  arc 
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very  liable  to  be  attacked.  It  is  essentially  an  epidemic  dis- 
ease, but  now  and  then  sporadic  cases  occur.  One  attack 
usually  confers  immunity  against  subsequent  attacks. 

Pathology. ^ — The  lesions  consist  in  catarrh  of  the  entire 
respirator)^  tract.  Gastro-intestinal  catarrh  is  not  uncom- 
mon. In  fatal  cases  such  complications  as  catarrhal  pneu- 
monia and  pulmonary  collapse  are  frequently  observed 

Period  of  Incubation-^Ten  days  to  two  weeks. 

Symptoms. — The  invasion  is  characterized  hy  catarrhal 
syntpimns — photophobia,  redness  of  the  eyes,  increased  lacri- 
mation,  sneezing,  discharge  from  the  nose,  hoarseness,  cough, 
and,  in  older  children,  expectoration. 

The  Fever, — The  temperature  rises  rapidly  to  103°  or 
104°  F.,  but  on  tfie  second  day  there  is  often  a  decided  re- 
mission which  continues  until  the  fourth  day,  when  the 
eruption  appears ;  at  this  time  it  again  rapidly  runs  up  to 
or  beyond  its  original  height,  where  it  remains  for  three  or 
four  days  and  then  falls  by  rapid  lysis  or  crisis. 

The  Eruption. — This  appears  about  the  third  or  fourth 
day  on  the  face,  and  rapidly  spreads  over  the  entire  body. 
It  is  composed  of  small,  dark-red,  velvety  papules,  which 
form  groups  having  crescentic  borders.  There  are  often 
much  burning  and  itching  of  the  skin.  In  three  or  four 
days  the  eruption  begins  to  (ade.  and  a  branny  desquama- 
tion soon  follows. 

Minute  bluish-white  specks  surrounded  by  a  red  areola 
may  be  seen  on  the  mucous  membrane  of  the  cheeks  and 
hps  one  or  two  days  before  the  skin  eruption  appears  (Kop- 
lik's  sign). 

Malignant  or  Hemorrhagic  Measles. — This  form  occurs 
under  bad  hygienic  conditions,  and  is  characterized  by  a 
petechial  rash,  by  hemorrhages  from  the  mucous  mem- 
branes, and  by  profound  prostration. 

Complications  and  Sequelae. — Bronchopneumonia 
and  acute  gastro-intestinal  catarrh  are  the  most  common 
complications.  Among  the  less  frequent  complications  or 
sequelae  may  be  mentioned  membranous  or  ulcerative 
larv'ngitis,  otitis,  chronic  donjunctivitis,  pulmonary  tubercu- 
losis, cancrum  oris,  and  neuritis. 
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Dia^osis. — Eotlielii* — Prodroines  are  often  absent ; 
fever  and  catarrh  are  slight;  sore  throat  is  marked.  The 
rash  appears  on  the  firist  or  second  day  as  a  diffuse  red 
blush,  or  as  small,  pale-red  spots  that  do  not  form  cres- 
centic-shap>ed  patches  ;  desquamation  is  scarcely  noticeable. 

Scarlet  Fever.— The  onset  is  more  sudden  and  is  marked 
by  vomiting  ;  there  is  severe  sore  throat  instead  of  a  general 
catarrh  ;  Koplik's  sign  is  absent,  but  the  tongue  is  charac- 
teristic ;  the  rash  appears  on  the  first  or  second  day  as  a 
diffuse  punctiform  erythema ;  the  pulse  is  out  of  proportion 
to  the  fever,  and  there  is  much  greater  tendency  to  nephritis. 

Prognosis.^ — Guardedly  favorable.  Complications  are 
liable  to  occur  and  render  the  prognosis  grave- 
Treatment, — ^The  child  should  be  quarantined  for  at 
least  four  weeks  frctm  the  onset  of  the  disease.  The  sick- 
room should  be  well  ventilated  and  moderately  darkened. 
At  least  two  weeks  should  be  spent  in  bed. 

Milk,  jujiket,  fruit-juices,  broths,  eggs,  and  gruels  are 
suitable  forms  of  nourishment.  Water  should  be  proffered 
at  frequent  intervals. 

Daily  inunctions  of  the  body  with  cold  cream  or  cocoa- 
butter  will  serve  to  allay  burning  and  itching  of  the  skin. 
When  conjunctivitis  is  marked^  the  eyes  should  be  protected 
with  dark  glasses  and  frequently  cleansed  with  a  solution 
of  boric  acid  (15  grains  to  the  ounce).  Hot  baths  and  hot 
drinks  are  indicated  when  the  rash  is  delayed. 

High  temperature  is  best  controlled  by  cold  sponging  or 
cold  packs.  Diarrhea  will  call  for  bismuth  subnitrate  and 
antiseptics  like  salol  or  bismuth-beta-naphthoL  When  there 
\^  severe  bronchial  catarrh,  expectorants  with  sedatives,  like 
paregoric,  are  indicated.  The  following  mixture  will  be 
found  useful : 

R.     Potas^iti  citralis  S'j 

Tincture  opii  camphorata:  ,      O^ij-iv 

Glyceriiii *  © 

A'juje q.  s.  ad  Riij. — M. 

SiG. — ^A  leaspoonful  every  two  hours  far  a  child  of  three  yeais. 

During  convalescence  tonics — iron,  strychnin,  and  cod- 
hver  oil — are  indicated* 
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RUBELLA. 

(Rotbeln;  German  Measles;  Epidemic  EoseolaJ 

Definition.^ — An  acute  contagious  disease  resembli  ^ 
both  scarlet  fever  and  measles,  but  differing  from  these  in 
its  short  course,  slight  fever,  and  freedom  from  sequelae. 

Etiology. — The  disease  is  highly  contagious,  and  the 
poison  may  be  carried  on  clothes  or  other  fomites.  It  gen- 
erally occurs  in  epidemics,  but  sporadic  cases  arc  not  uncom- 
mon. It  is  most  frequently  observed  in  children,  but  un- 
protected adults  are  not  exempt.  One  attack  usually 
protects  from  another,  but  not  from  measles  or  scarlet  fever. 

Period  of  Incubation. — One  to  three  weeks. 

Symptoms. — Prodromes  are  slight  or  altogether  absent 
The  disease  begins  with  drowsiness,  slight  fever,  and  sore 
throat.  The  eruption  appears  on  the  first  or  second  day, 
and  varies  considerably  in  its  character.  In  some  cases  the 
rash  is  composed  of  pale-red,  scarcely  elevated  papules, 
which  are  more  or  less  discrete  {rubella  morbilliforme) ;  in 
others  the  rash  is  bright  red  and  dififuse,  like  that  of  scarlet 
fever  {rubella  scarlatiniforme).  It  begins  on  the  face  and 
rapidly  spreads  over  the  entire  body,  but  it  fades  so  rapidly 
that  the  face  may  be  clear  before  the  extremities  are  aflected. 
Slight  desquamation  frequently  follows,  though  it  is  often 
absent  Apart  from  the  sore  throat,  the  catarrhal  symptoms 
are  slight  A  very  constant  and  somewhat  characteristic 
feature  is  marked  swelling  of  the  postccrvical  glands^ 

The  duration  \s  from  three  to  five  days. 

Prognosis. — Good.     Complications  are  very  rare. 

Treatment  \s  that  of  measles. 
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SMALLPOX. 
(Variola.) 

Definition. — An  acute  contagious  disease  characterized 

by  vomiting ;  lumbar  pains  ;  an  eruption  which  is  at  first 
papular,  then  vesicular,  and  finally  pustular;  and  by  fever 
which  is  marked  by  a  distinct  remission,  beginning  with  the 
advent  of  the  eruption  and  lasting  until  the  latter  becomes 
pustular. 
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Etiology. — The  poison  of  smallpox  is  extremely  tena- 
cious; it  may  remain  latent  in  clothes  or  other  fomites  for  a 
long  time,  and  then  be  capable  of  exciting  the  disease. 
Unless  protected  by  vaccination  or  a  previous  attack,  nearly 
everyone,  from  the  child  in  utcto  to  the  ajjed,  is  susceptible 
to  the  contagion.  The  colored  race  seems  to  be  especially 
predisposed. 

Certain  protozoa — Cytorrhyctcs  variolce — ^which  are  invari- 
ably found  in  the  cells  of  the  vesicles  and  which  present  them- 
selves in  two  forms — one  cytoplasmic  and  tlic  other  an  intra- 
nuclear form — appear  to  be  the  specific  cause  of  the  disea; 

Patbology. — The  tlevclopmcnt  of  the  variolons  vesicle 
is  the  result  o^  a  peculiar  degeneration  of  the  protoplasm 
of  the  epithelial  cells  of  the   rete  niucosum.     There  is  a 
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Fig.  17.— Temperature-ctirve  in  smallpox. 


reticular  degeneration  of  the  cytoplasm  with  a  more 
advanced  degeneration  of  the  nucleus.  Genuine  pocks  are 
frequently  found  in  the  mouth,  esophagus,  nose,  and  laiynx. 
Even  the  trachea  and  bronchi  may  contain  them.  The 
spleen  is  engorged.  The  organs  and  muscles  reveal  fatly 
and  parenchymatous  degeneration. 

Varieties.— Discrete  ;  confluent;  malignant;  varioloid. 

Period  of  Incubation, — Ten  day?^  to  two  weeks. 

Symptoms* — Discrete  Smallpox.' — ^The  disease  usually 
begins  with  a  chill  or  series  of  chills,  followed  by  vomiting 
and  intense  lumbar  pains.  The  fever  rises  rapidly,  reaching 
its  maximum  (io4°-i05°  F.)  in  forty-eight  hours,  and  con- 
tinues high  until  the  third  or  fourth  day.  when  it  falls  sev- 
eral degrees;  this  remission  lasts  until  the  seventh  or  eighth 
day — that  is,  until  the  time  of  pustulation — when  the  tern- 
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pcrature  again  rises.  The  secondary  or  suppurative  fever 
shows  marked  fluctuations  ;  its  height  is  proportionate  to 
the  number  of  pustules  ;  and  it  falls  by  lysis  about  th<i 
eighteenth  day  of  the  disease.  The  pulse  is  full  and  rapid 
(120-140);  the  breathing  is  hurrtud  ;  the  skin  is  dry;  the 
bowels  arc  usually  constipated »  though  diarrhea  is  not 
uncommon ;  and  the  urine  is  scanty  and  frequently  albu- 
minous. 

The  Eruption. — About  the  third  or  fourth  day  small  red 
spots  are  noticed  on  the  fnrehead,  face,  and  wrists;  these  arc 
rapidly  converted  into  smooth,  round  papules  that  feel  like 
shot  under  the  skin.  The  eruptinn  rapidly  spreads  over  the 
entire  body.  About  the  third  day  the  papules  are  con- 
verted into  clear  vesicles,  which  present  a  depression  or 
unibilication  at  their  summit.  They  are  also  loculated^ — 
i.  e.,  divided  into  compartments  by  fibrinous  partitions, — so 
that  when  pricked  with  a  needle  all  the  contained  fluid  docs 
not  escape.  In  two  or  three  days  the  clear  fluid  becomes 
turbid  and  the  vesicles  are  gradually  converted  into  pus- 
tules. The  latter  soon  lose  the  umbilicated  appearance. 
Between  the  lesions  the  skin  is  edematous,  so  that  the  body 
is  swollen  and  the  features  arc  unrecognizable.  In  three  days 
more  the  pustules  dry  up,  or  break  and  form  soft  yellow 
crusts  that  exhale  a  peculiar,  offensive  odor ;  they  adhere  to 
the  skin  for  a  week  or  more.  When  the  scabs  fall  off,  scars 
or  pock*marks  generally  remain,  ctmstituting  a  |>ermanent 
deformity. 

At  the  beginning  of  the  disease,  before  the  true  variolous 
eruption  apj^ears,  either  a  red  blush  or  a  macular  rash  is 
often  observed  on  the  inner  side  of  the  arms  and  thighs. 

CJonfluent  SmaUpoz. — The  papules  are  abundant  and  soon 
coalesce.  The  extremities  are  swollen  and  j>ainful.  The 
secondary  fever  is  very  high  and  irregular.  True  pocks 
nearly  always  develop  in  the  air-passages  and  give  rise  to  a 
copious  fetid  discharge  from  the  nose  and  throat,  to  Iroarse* 
ness,  and  to  cough.  Delirium,  stupor,  and  subsultus  arc 
frequent  symptoms.  If  the  patient  recovers,  it  is  after  a 
tedious  convalescence,  with  great  facial  disfigurement,  and 
often  with  defective  vision  or  hearing. 
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Malignant  SmaUpor.^ln  some  cases  the  disease  is  ushered 
in  with  high  fever,  lumbar  pains,  and  great  prostration. 
Soon  ecchymoses  appear  on  the  skin  ;  bleeding  from  the 
mucous  membranes  follows ;  and  death  results  before  a  true 
variolous  rash  appears.  In  other  cases  the  disease  advances 
like  ordinar>^  smallpox  up  to  the  pustular  stage ;  then  the 
pustules  become  effused  with  blood,  and  bleeding  from 
the  mucous  membranes  follows.  This  form  is  also  very 
fatal 

Varioloid. — This  is  modified  smallpox  occurring  in  one  who 
has  been  partially  protected  by  previous  vaccination.  The 
symptoms  arc  mild ;  the  eruption  resembles  that  of  common 
smallpox,  but  it  is  usually  scant  and  of  short  duration;  sec- 
ondary fever  is  absent. 

Complications  and  Seqttelae.^The  most  common  are 
bronchopneumonia;  pleurisy;  inflammations  of  the  eye 
(ulcerative  keratitis,  iritis,  conjunctivitis);  otitis;  ulcerative 
laryngitis  ;  arthritis  ;  and  furuncles. 

Biag^nosis. — Varicella,^ — In  this  disease  prodromes  are 
generally  absent  and  the  constitutional  symptoms  are  mild. 
The  eruption  appears  on  the  first  day ;  it  comes  out  in  suc- 
cessive crops;  and,  unlike  that  of  smallpox,  prefers  the 
covered  surfaces.  It  may  be  maculopapular  at  first,  but  it 
becomes  vesicular  within  a  (cw  hours.  The  lesions  are 
superficial;  var)'  greatly  in  size;  are  usually  unilocular,  and 
are  rarely  umbilicated.  Desiccation  begins  in  two  or  three 
days,  the  vesicles  becoming  irregularly  puckered  at  the 
p>eripher>'  and  presenting  a  depresse<:l  blackish  crust  in  the 
center — a  highly  characteristic  appearance.  In  doubtful 
cases  in  children  the  presence  of  a  typical  vaccinal  cicatrix 
constitutes  strong  presumptive  evidence  against  variola. 

Syphilis.— The  history  of  infection  ;  the  associated  evi- 
dences of  syphilis  {mucous  patches,  aloi>ecia,  etc.);  the 
gradual  onset  of  the  illness;  the  slight  fever;  the  symmetric 
distribution  of  the  eruption;  its  dark  coppery  color;  its 
polymorphous  character  (papules,  vesicles,  and  pustules 
associated  in  a  limited  area);  and  the  absence  of  itching  will 
indicate  syphilis. 

Prognosis. — This  depends  upon  the  virulence   of  the 
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epidemic,  the  vaccinal  cuiiJitioo  of  the  patient,  and  the 
amoont  of  eruption.  In  the  discrete  cases  the  prognosis  is 
generally  favorable  ;  in  the  confluent,  very  grave ;  and  in 
the  malignant,  almost  hojxricss.  In  the  unvaccinated  the 
mortahty  ranges  betvvei:n  JO  and  60  per  cent.  Among  those 
having  one  or  two  typical  vaccine  scars,  the  death-rate  is 
ver>^  low — usually  less  than  3  per  cent. 

Treatment. — The  preventive  measures  against  smallpox 
include  the  complete  isolation  of  the  patient  (preferably  in  a 
special  hospital),  the  thorough  disinfection  of  all  objects  that 
have  been  in  contact  with  him,  and,  above  all,  the  vaccina- 
tion of  all  who  have  been  or  who  are  likely  to  be  exposed 
to  the  contagion.  Absolute  rest  in  bed,  light  bed-clothing, 
a  well-ventilated  room  of  a  temperature  of  65°  F.,  an  easily 
assimilable  but  sustaining  diet,  and  the  free  use  of  cool 
drinks  are  requisites  of  treatment.  The  severe  lumbar 
pains  will  require  opium  and  the  application  of  hot-water 
bags.  Fever  is  best  combated  by  hydrotherapy — cold 
sponging,  cold  packs,  or  cold  baths.  Antipyretic  drugs 
should  be  used  with  caution. 

Gastric  irritability  may  be  controlled  by  diluted  hydrocyanic 
acid  (2  minims),  subnitrate  of  bismuth  (10  grains),  or  cocain 
{\  grain).  When  nen^ous  symptoms  are  not  relieved  by 
hyd^otherap)^  opium  with  bromids  or  chloral  with  bromids 
should  be  tried.  Alcoholic  stimulants  are  frequently  de- 
manded, especially  in  confluent  cases. 

An  attempt  should  be  made  to  keep  the  nasopharynx 
clean  by  means  of  antiseptic  sprays  or  douches.  The  eyes 
should  also  be  kept  clean  by  frequent  applications  of  a  warm 
boric-acid  solution  (15  grains  to  the  ounce). 

PiTi'tntion  of  Pitting. — ^The  room  should  be  darkened 
and  the  exposed  parts  covered  with  cloths  wrung  out  of  a 
weak  solution  of  carbolic  acid  (l  :  200)  or  of  corrosive  sub- 
limate (1:5000  or  1:10,000).  Unfortunately,  when  the 
lesions  are  deeply  seated,  there  arc  no  efficient  means  of 
preventing  pitting. 

In  the  stage  of  desiccation,  warm  baths  followed  by  in- 
unctions with  cold  cream  or  olive  oil  are  useful  in  allaying 
itching  and  in  hastening  the  removal  of  the  crusts. 


VACCINIA. 
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(Vaccination ;  Cow-pox.) 

Defitiitloii*^A  general  disease  with  a  local  manifestation 
resembling  the  pock  of  variola,  and  acquired  by  inoculation 
with  the  virus  of  cow-pox. 

History  and  Object. — The  value  of  vaccination  as  a 
means  of  protection  ai^ainst  smallpox  was  first  made  known 
to  the  world  in  a  paper  publiiihed  by  Edward  Jenner  in  1798. 

Recent  vaccination  ^ives  almost  complete  immunity  against 
variola ;  the  mortality  of  smallpox  acquired  after  vaccina- 
tion is  almost  inversely  proportionate  to  the  number  of  true 
vaccine  scars. 

Etiology. — Vaccinia  is  induced  by  inoculating  the  arm 
or  leg  with  fresh  virus  obtained  from  the  udder  of  a  calf 
suffering  from  cow-pox  (bovine  virus).  Formerly  virus 
taken  from  a  human  vaccine  vesicle  was  also  employed 
(humanized  virus),  but  on  account  of  the  risk  of  transmit- 
ting syphilis  and  other  diseases,  this  source  has  been  prac- 
tically abandoned. 

It  has  been  shown  that  the  adxiition  of  ^^dycerin  to  vaccine 
iymph  serves  to  preserve  it  and  to  free  it  from  pathogenic 
bacteria. 

Time  of  Performance. — ^The  first  vaccination  should  be 
performed,  as  a  rule,  about  the  second  or  third  month,  the 
second  at  the  seventh  year,  and  the  third  at  puberty.  Vac- 
cination should  always  be  repeated  when  smallpox  is  preva- 
lent. 

Performance  of  Vaccination. — The  part  selected 
should  be  thoroughly  cleaned  with  soap  and  water,  then 
with  alcohol,  and  finally  with  pure  water.  A  number  of 
cross-scratches  should  next  be  made  over  an  area  about 
\  of  an  inch  in  diameter,  with  a  sterilized  needle  or  special 
scarificator,  cfeep  enough  to  allow  of  a  little  oozing  of  pink- 
ish serum.  The  virus  should  then  be  applied  and  well  rubbed 
into  the  exposed  lymph-spaces  by  additional  scarification.  A 
shield  may  he  worn  for  a  few  hours  until  the  wound  has 
become  perfectly  dry  ;  after  that  it  should  be  discarded. 

Symptoms* — ^ About  the   tliird   or  fourth  day  after  the 
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operation  a  papule  surrounded  by  a  red  areola  forms 
the  seat  of  inoculation.  In  two  or  three  days  the  papule 
becomes  transformed  into  a  clear  vesicle  with  a  central  de- 
pression. The  tissues  surrounding  the  vesicle  are  red,  infil- 
trated, and  tender,  and  the  seat  of  intense  itching.  The 
vesicle  reaches  its  full  size  by  the  eighth  or  ninth  day, 
when  it  ruptures  and  discharges  or  dries  to  a  crust.  The 
latter  remains  for  from  one  to  three  weeks,  when  it  falls  off, 
leaving  a  red  cicatrix  that  later  becomes  white  and  pitted. 

During  the  course  of  the  eruption  there  may  be  slight  i 
fever,  malaise,  restlessness,  and  enlargement  of  the  axillary  ^M 
glands.  ^1 

Complications*^ — Abscess  or  erysipelas  may  result  from 
secoadttry  infection.  Various  generalized  eruptions,  such 
as  urticaria  or  erythema  multiforme,  are  occasionally  excited 
by  vaccination.     Tetanus  has  occurred  in  a  few  instances. 


VARICELLA. 

(CMcken-pox;) 

Definition. — ^An  acute  contagious  disease  of  short  duira? 
tion»  characterized  by  slight  fever  and  a  discrete  vesicular 
eruption,  which  disappears  in  two  or  three  days  by 
desiccation. 

Etiology, — ^The  disease  occurs  sporadically  and  epidemi- 
cally. It  is  observed  chiefly  in  children,  but  adults  are  not 
exempt  One  attack  usually  protects  from  others.  It  bears 
no  relation  to  smallpox. 

Period  of  Incubation. — Fourteen  to  sixteen  days. 

Symptoms. — In  most  cases  there  is  slight  fever. — ioo°- 
102*^  F., — with  chilliness  and  malaise.  Not  infrequently, 
however,  constitutional  symptoms  are  wholly  wanting. 

Enif*tion. — This  appears  within  the  first  twenty-four  hours. 
At  first  it  Is  maculopapular,  but  within  a  few  hours  it  be- 
comes vesicular.  The  vesicles  are  usually^ sparse;  arc  most 
abundant  upon  the  trunk ;  come  out  in  crops ;  are  super- 
6cial  and  ver>'  variable  in  size;  are  unilocular;  and  arc 
rarely  umbilicated.  In  two  or  three  days  desiccation  begins, 
the  vesicles  becoming  irregularly  puckered  at  the  periphery 
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and  presenting  a  depressed  blackish  crust  in  the  center. 
The  crusts  are  thin  and  friable.  In  the  majority  of  cases 
there  is  no  marking,  but  occasionally  a  few  scars  or  pits 
remain. 

Ill  rare  instances  gangrene  occurs  around  the  vesicles  or 
in  other  parts  {iHwkdia  gaitgvi^iwsa). 

Diagnosis. — The  di Inferential  diagnosis  between  varicella 
and  smallpox  has  already  been  considered  (see  p.  31 1). 

Prognosis* — This  is  always  favorable.  Complicationi 
are  very  rare. 

Treatment. — No  special  treatment  is  required.  The 
child  should  be  separated  from  others  until  the  crusts  have 
disappeared.  Itching  may  be  allayed  by  applications  of 
carbolized  vaselin. 

DIPHTHiRIA. 

Definitiotl. — An  acute  contagious  disease  excited  by  the 
Klebs-Loffler  bacillus^  and  characterized  by  moderate  fever, 
glandular  enlargement,  great  prostration,  anemia,  and  the 
formation  of  a  false  niembrane  upon  certain  mucous  mem- 
branes, especially  those  of  the  throat  and  adjacent  parts. 

Etiology. — Three-fourths  t)f  tiie  cases  occur  in  chil- 
dren before  the  tenth  year.  Damp,  coid  weather  and  bad 
hygienic  surroundings  fiivor  outbreaks  of  the  disease. 

Chronic  catarrhal  affections  of  the  nose  and  throat  dis- 
tinctly increase  the  susceptibility  to  infection.  The  immu- 
nity afforded  by  one  attack  is  of  short  duration. 

The  exciting  cause  is  the  Klebs-LoflFlcr  bacillus, — the 
Bacillus  diphtheriae, — which  is  found  chiefly  in  the  affected 
mucous  membranes,  and  only  exceptionally  in  the  blood 
and  in  distant  organs.  The  con.st)tutional  symptoms  are 
caused  by  the  absorption  (»f  toxins  produced  by  the  bacillus. 

Pathology. — The  false  membrane  is  usually  found  on 
the  tonsils,  pillars,  and  phaiynx,  but  it  may  extend  to  the 
mouth,  larynx,  or  nose.  The  bacillus  coming  in  contact 
with  the  mucous  membrane  causes  a  coagulation-necrosis 
of  the  superficial  cells  and  an  inflammatory'  exudation,  the 
whole  constituting  the  false  membrane.  The  latter  usually 
has  a  grayish  or  yellowish  appearance,  is  firmly  attached  to 


ACUTE  INFECTIOUS  DISEASES, 


the  underlying  tissues,  and  when  forcibly  removed,  leaves  a 
raw  and  bleeding  surface.  Microscopically,  it  is  composed 
of  fibrin,  epithelial  cells,  and  leukocytes  (more  or  less 
degenerated),  Klebs-Loflicr  bacilli,  and  pyogenic  cocci. 

The  lympliatic  glands  near  the  scat  of  infection  are 
swollen.  Focal  necrosis,  due  to  the  action  of  the  toxin,  is 
found  in  the  liver  and  other  organs.  The  heart,  kidneys, 
and  liver  are  the  seat  of  fatty  and  parenchymatous  degenera- 
tion. Interstitial  hemorrhages  are  frequently  observed  and 
are  the  result  of  hyaline  degeneration  of  the  capillary  walls 
and  thrombotic  obstruction.  Such  lesions  as  congestion, 
edema,  bronchopneumonia,  and  atelectasis  are  frequently 
encountered  in  the  lungs. 

Types. — Diphtheria  may  be  divided  according  to  the  loca- 
tion of  the  e.xu  date  into  :  (i)  Faucial  ;  (2)  lar)^^ngeal ;  and (3) 
nasal.  According  to  the  severity  of  the  attack  it  may  be 
di\ided  into  :  (1 )  Mild  ;  (2)  grave  ;  (3)  malignant. 

Period  of  Incubation.— Two  days  to  a  week. 

Sjinptoms. — Faucial  Dipbtfaena. — ^The  disease  commonly 
begins  with  chills,  moderate  fever,  malaise,  and  sore  throat 
The  fever,  as  a  rule,  is  not  very  high  (102^-104^  F.)»  and 
its  course  is  quite  irregular  The  pulse  is  rapid  and  feeble; 
the  bowels  are  constipated;  the  urine  is  scanty  and  fre- 
quently albuminous  ;  and  the  prostration  and  pallor  are 
often  out  of  all  proportion  to  the  severity  of  the  febrile 
symptoms. 

Local  Phenotnena. — The  cliild  complains  of  difficult 
swallowing  ;  the  muscles  of  tlie  neck  feel  stiff;  there  is 
tenderness  under  the  jaw ;  the  lymphatic  glands  are  con- 
siderably swollen  ;  and  the  tonsils,  faucial  pillars,  uvula,  and 
posterior  phar>  ngeal  wall  arc  covered  with  a  grayish-white 
membrane  whicli,  when  stripped  off,  exposes  a  raw  bleeding 
surface.     The  membrane  may  spread  to  the  nose  or  larv'n.x. 

The  course  of  the  disease  is  indefinite,  but  the  average 
duration  is  from  one  to  two  weeks. 

Lazyngeal  Diphtheria. — This  is  usually  secondary  by  ex- 
tension from  the  fauces,  but  it  is  occasionally  primary.  It  \s 
recognized  by  lioarscness  or  aphonia,  croupy  cough,  pro- 
gressive dyspnea,  and  stridulous  breathing.    The  ala:  of  the 
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nose  play ;  the  sternocleidomastoids  are  prominent ;  the 
suprasternal  notch  is  deepened ;  and  the  base  of  the  chest  is 
retracted.  Shreds  of  false  membrane  arc  sometimes  expec- 
torated in  the  violent  fits  of  coughing.  The  pulse  is  rapid 
and  feeble,  but  the  temperature  is  rarely  high.  Death  often 
results  from  suffocation,  but  recovery  is  not  impossible  even 
in  the  most  unpromising  cases. 

Nasal  Diphtheiia. — This  is  usually  secondary.  It  is  char- 
acterized by  grave  constitutional  symptoms — high  fever, 
marked  glandular  involvement,  and  great  prostration  ;  by  an 
offensive  discharge  from  the  nose ;  by  epistaxis  ;  and  by  ex- 
coriation of  the  lips.  The  false  membrane  may  be  detected 
on  inspection. 

Complicatioiis  and  Sequete*— The  most  common 
complications  are  heart  failure  from  myocarditis  or  neuritis 
of  the  cardiac  nerves,  bronchopneumonia,  acute  nephritiH, 
hemorrhage  from  the  ulcerated  surfaces,  and  otitis  media. 
The  most  imix>rtant  sequel  is  poiUiiphtherk  paraiysii. 
This  generally  occurs  during  convalescence,  and  is  observed 
in  about  1 5  per  cenL  of  all  cases.  There  i.-*  no  relation 
between  the  severity  of  the  attack  of  diphtheria  and 
the  liability  to  paralysis ;  mild  case^»  which  arc  thought 
to  be  simple  pharyngitis,  being  somctimen  followed  by 
troublesome  paralysis.  TI>e  pJiar>nx  i*  the  most  com- 
mon seat,  and  the  palsy  i^  recognized  by  difficult  »wall<iw- 
ing  and  the  regurgitation  of  fiqiatcb  through  the  no^ie.  Next 
in  frequenc>'  the  e>'cs  are  involved,  and  strabismus  or  pCoiis 
develops.  The  heart  may  be  affected,  and  '\{  sudden  death 
does  not  result,  the  condition  may  be  manifested  by  tachy- 
cardia or  bradycardia.  In  some  instances  there  Ls  an  cxten* 
sive  involvement  of  the  extremities.  The  paralysis  is  due  to 
toxic  neurkts. 

Diai^nOBis. — Scazki  Fev«r. — ^Thb  can  be  distifiguttlied 
the  characteristic  strawberr>'  tongue,  the  very  rapid 
the  diffuse  punctifomi  rash,  and  the  absence  of  the 
bacillus. 

FoDiailar  TwrtlHi— The  differential  diagn^ 
this  disease  and  diplitbcm  has  already  been 
(sec  p.  32>. 
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Prognosis. — Tliis  must  always  be  guarded.  The  disease 
is  very  fatal  during  tlie  first  two  years  of  life.  The  average 
mortality  at  the  present  time  ranges  between  1 5  and  20  per 
cent.  The  nasal  and  laryngeal  forms  are  always  grave. 
Death  may  be  due  to  exhaustion  from  the  toxemia,  involve- 
ment of  the  larynx,  bronchopneumonia,  cardiac  paralysis,  or 
nephritis. 

Treatment . — Prophylaxis.— As  diphtheria  is  prone  to  at- 
tack unhealthy  mucous  membranes,  nasopharj^ngeal  catarrh 
in  children  should  receive  caruful  attention.  Large  tonsils 
and  adenoid  growths  should  be  removed.  Those  who  have 
been  exposed  to  the  contagion  should  receive  inmiunizing 
doses  of  antitoxin  (500  units).  Patients  with  dijihtheria 
should  be  kept  isolated  until  their  throats  are  free  from  vir- 
ulent bacilli.  The  be(iroom,  beddin;^,  clothiJig,  and  all 
utensils  used  by  the  sick  shoiihl  be  thoroughly  disinfected. 

Treatment  of  the  Attaek. — The  sick-room  should  be  well 
ventilated,  and  the  temperature  maintained  at  about  70°  F, 
It  is  desirable  to  have  the  atmosphere  moist,  and  this  may 
be  accomplished  by  generating  steam  in  an  ordinary  kettle 
or  in  a  steam  atomizer,  or  by  slaking  large  quantities  of 
quicklime  in  the  room.  Young  children,  especially  when 
laryngeal  symptoms  arc  present,  are  best  treated  in  a  steam- 
moistened  tent.  Absolute  rest  must  be  enforced.  The  diet 
should  be  of  the  most  nutritious  and  easily  digested  charac- 
ter. Cool  water  should  be  gi\'en  freely.  Antitoxin  should 
be  administered  in  every  case  at  the  earliest  possible  moment. 
In  pharyngeal  cases  the  initial  dose  should  be  from  3000  to 
4000  units.  If  no  decided  improvement  follows  within 
twelve  hours,  the  dose  should  be  repeated,  laryngeal  cases 
require  from  6000  to  8000  units.  The  injectioiis  may  be 
made  into  the  loose  subcutaneous  tissue  of  the  pectoral 
region,  side  of  the  abdomen,  or  interscapular  space.  Strict 
antiseptic  precautions  should  be  taken  in  the  operation. 

Apart  from  antitoxin,  the  most  important  remetlics  arc 
those  which  tend  to  maintain  the  bodily  strength.  Alcoholic 
stimulants  are  usually  indicated,  especially  in  the  late  stage 
of  the  disease.  In  septic  cases  alcohol  is  particularly  well 
borne,  a  child  of  three  years  often  being  able  to  take  several 
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ounces  of  whisky  a  day  with  advantage.  Next  to  alcohol, 
strychnin  {^^  grain  every  three  or  four  hours)  is  the  best 
stinuilant.  In  profound  adynamia,  digitalis,  caffein,  camphor, 
and  musk  are  also  useful. 

Local  treatment  is  often  useful  When,  however,  the 
applications  cause  violent  struggling  and  exhaust  the  child, 
it  is  better  to  desist.  Irrigation  of  the  nose  and  phar>^nx 
may  be  practised  ever>'  two  or  three  hours  b\'  means  of  a 
soft  catheter  attached  to  a  fountain  syringe.  The  solutions 
most  useful  for  the  purpose  are  warm  normal  salt  solution  or  a 
warm  saturated  solution  of  boric  acid.  A  solution  of  hydro- 
gen dioxid  ( I  to  3  of  lime-water)  or  the  following  solution 
ot  Loffler  may  be  applicii  to  the  throat  by  means  of  a  swab  : 

li.     Mtnthrtlis     . ^iiss 

Alcoholis  absoluli f^ij 

Liquoris  fcrri  clilon«li    <.,,...  f'jj. — M. 

Externally,  hot  or  cold  applications,  whichever  may  be 
the  more  agreeable^  are  useful  in  relieving  pain  and  soreness 
in  the  throat.  In  laryngeal  cases  tracheotomy  or  intubation, 
preferably  the  latter,  should  not  be  deferred  when  dyspnea 
becomes  urgent. 

Convalescence  must  be  managed  with  special  care  on 
account  r>f  the  tendency  to  sudden  heart- failure.  Anemia 
will  require  plenty  of  nourishing  food,  and  such  remedies  as 
iron,  arsenic,  and  cod-liver  oil.  Paralysis  usually  yields  to 
strychnin,  combined  with  applications  of  massage  and  elec- 
tricity. 

ERYSIPELAS. 

Definitiotl.^ — An  acute  infectious  disease  excited  by  the 
Streptococcus  pyogenes,  and  characterized  by  high  fever  and 
a  peculiar  inflammation  of  the  skin  and  subcutaneous  tissues. 

Etiology. — The  disease  is  somewhat  contagious,  and  the 
poison  can  be  carried  in  fomites.  Certain  families  and  cer- 
tain individuals  seem  particularly  predisposed.  Puei-peral 
women  and  wounded  persons  are  very  susceptible.  Diseases 
which  lower  the  vitality,  especially  Bright  s  disease,  predis- 
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pose.  One  attack  does  not  protect  against  a  recurrence, 
but  rather  favors  it.  Erysipelas  was  formerly  divided  into 
traumatic  and  idiopathic  varieties;  but  the  two  are  identical, 
and  it  is  probable  that  in  those  cases  in  whicli  there  is  no 
conspicuous  wound  there  is  a  slight  abrasion  through  which 
the  poison  gains  admittance. 

The  e.nifing  causf  is  the  Streptococcus  pyogenes. 

Pathology, — Erysipelas  most  frequently  manifests  itself 
on  the  face.  The  part  is  bright  red  in  color,  swollen^  indu- 
rated, and  sharply  circumscribed.  The  various  strata  of  the 
skin  are  infiltrated  with  serum,  and  leukocytes  and  strepto- 
cocci are  found  in  the  lymph-spaces.  In  severe  cases  the 
inflammatory  products  are  converted  into  pus,  and  abscesses 
lb  rm. 

Period  of  Incubatioii.^ — Three  to  seven  days. 

Symptoms. — Prodromes  are  sometimes  present,  and  con- 
sist of  slight  fever,  chilliness,  malaise,  and  tinghng  of  the 
part  to  be  affected.  In  many  cases  the  disease  is  ushered  in 
suddenly  with  a  chill,  followed  by  pain  in  the  head  and  limbs 
and  a  high,  irregular  fever.  The  temperature  may  reach 
104^  or  105*^  R  in  twelve  or  twenty-four  hours.  The  pulse 
is  full  and  rapid  ;  the  tongue  is  heavily  coated ;  the  appetite 
is  lost ;  the  bowels  are  constipated  ;  and  the  urine  is  scanty 
and  often  slightly  albuminous.  There  is  usually  a  marked 
leukocytosis. 

Local  Phenomena. ^-Thi^  inflammation  usually  begins  in 
the  neighborhood  of  the  nose,  and  spreads  upward  and 
laterally  over  the  head  to  the  neck,  where  it  frequently 
stops.  The  alTected  part  has  a  crimson  hue  ;  it  is  swollen 
and  tense»  and  frequently  ends  in  a  sharply  defined  ridge, 
beyond  which,  however,  projections  can  be  felt  advancing 
into  the  subcutaneous  tissue.  The  surface  of  the  inflamed 
patch  is  at  first  smooth  and  glazed,  but  later  it  is  covered 
with  minute  vesicles  or  blebs.  The  patient  complains  of 
burning  and  tingling;  the  surrounding  parts  are  extremely 
edematous,  so  that  the  features  may  be  scarcely  recogniza- 
ble. In  four  or  five  days  the  redness  begins  to  fade  and  the 
swelling  to  subside;  desquamation  follows;  the  genera! 
symptoms  improve  ;  and  the  fever  falls  by  crisis.    The  aver- 
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age  duration  is  from  a  week  to  ten  days.  Relapses  are  ex- 
tremely common. 

Erysipelas  Antbulans, — Sometimes  the  inflammation  dis- 
appears in  one  place  and  reappears  in  another,  and  so  con- 
tinues indefinitely.  In  such  cases  typhoid  symptoms,  such 
as  muttering  delirium,  a  brown,  fissured  tongue,  and  subsuU 
tus  tenditium,  develop. 

Co mplicatiotis.— These  arc  not  very  common.  Septi- 
cemia, ulcerative  enducarditis,  nephritis^  acute  rheumatism, 
edema  of  the  larynx,  pneumonia,  and  meningitis  are  occa- 
sionally seen. 

Diagnosis. -^Uti^ema.^ — The  absence  of  high  fever,  of 
marked  swelling,  and  of  an  abrupt  ridge  will  serve  to  dis- 
tinguish eiythema  from  erysipelas. 

Acttte  Eczema. — Tire  swelling  is  less  marked  ;  the  itching 
is  intense ;  the  swelling  and  redness  are  not  circumscribed, 
but  shade  gradually  into  healthy  tissue ;  and  there  is  no 
fever. 

Prognosis,^ In  the  robust  the  prognosis  is  favorable. 
In  the  old,  in  alcoholic  subjects,  and  in  those  suffering  from 
chronic  nephritis  the  prognosis  must  be  guarded.  Ambu- 
latory erysipelas  may  kill  by  exhaustion. 

Treattnent- — As  in  other  contagious  diseases,  isolation 
and  disinfection  are  the  most  important  prophylactic  measures. 
Especially  necessary  is  it  to  guard  parturient  and  surgical 
patients  from  the  contagion. 

A  supporting  liquid  diet  should  be  given.  Alcoholic 
stimulants  are  sometimes  required  in  considerable  quantities. 
High  fever  is  best  controlled  by  cold  sponging  or  the  cold 
pack-  Restlessness,  delirium,  and  insomnia  will  call  for  ap- 
plications  of  ice  to  the  head,  and  perhaps  the  administration 
of  morphin,  chloral,  or  bromids. 

Of  the  numerous  special  remedies  recommended  for  cr),'sif>e- 
las,  the  one  which  has  enjoyed  the  most  favor  is  the  tincture 
of  ferric  chlorid  (15  to  30  minims  every  three  hours). 

Local  Treatment. — Among  the  numerous  local  applica- 
tions recommended  may  be  mentioned  :  Lotions  of  lead- 
water  and  laudanum,  of  carbolic  acid  (t  :40).  of  picric  acid 
(l  :  100),  and  of  sodium  salicylate  (l :  20},  In  the  hands  of 
21 
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the  author  ointments  of  ichthyol  (20  per  cent.)  and  of 
soluble  silver  (uoguentum  Credc)  have  proved  most  satisfac- 
tory. 

Tlie  following  cunibination  often  acts  extremely  well ; 


B^    lubtbyol.  ,    .    .    . 
ResorLinolK      »    ,    , 
Unguenli  bydrwTjyri 
Adipis  laitie  hydrosi  . 


t?r,  \\t 


3V.-M. 

(Rf>s\VELi.  Park.) 


Local  abscesses  should  be  incised  and  treated  antisepticall y. 
Extension  to  the  nose  antl  throat  will  call  for  antiseptic 
sprays  or  washes, 

INFLUENZA. 

(La  Grippe;  Oatarrlial  Fever;   Epidemic  Catarrh.) 

Definition. — An  acute  infectious  disease  characterized 
by  fever,  marked  prostration,  severe  muscular  pains,  and 
catarrhal  ijillammation  of  certain  mucous  membranes,  espe- 
cially those  of  the  respirator}^  tract. 

Etiology. — The  disease  occurs  in  epidemics  that  usually 
have  their  oriy^in  in  Russia,  whence  they  spread  with  won- 
derful rapidity  over  both  continents.  The  exciting  cause 
is  the  extremely  small,  non-motile  bacillus  discovered  by 
Pfeififer  in  1892.  It  is  readiU'  obtained  from  the  sputum. 
When  prevalent,  no  age  and  neither  sex  is  exempt.  One 
attack  docs  not  confer  immunity  against  others. 

Pathology. — Influenza  docs  not  often  kill  except  by  its 
complications.  The  latter  arc  most  frequently  associated 
with  the  respirator)'  tract,  and  consist  chiefly  of  catarrhal 
pneumonia,  croupous  pneumonia,  and  pleurisy. 

Symptoms. — The  disease  begins  abruptly  vs  ith  lassitude, 
malaise,  chilliness,  sev^ere  pain  in  the  head  and  back,  fever 
ranging  between  102^  and  104"^  F.^and  extreme  prostration, 
which  is  out  of  proportion  to  the  fever  and  any  existing 
local  inflammation.  The  catarrhal  symptoms  arc  injection 
of  the  eyes,  sneezing,  hoarseness,  and  hard  paroxysmal 
cough.  In  simple  cases  the  temperature  falls  in  three  or  four 
days  by  crisis,  but  complications  not  infrequently  prolong 
the  case  for  several  weeks. 
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In  some  cases  the  catarrh  of  the  respiratory  tract  is  the 
chief  feature;  in  others  the  gastro-intestiiiai  tract  is  attacked, 
and  the  s)'nTptoms  resemble  cholera  morbus ;  in  a  third 
group  neuralgic  pains  in  the  head,  back,  and  limbs  are  the 
most  striking  phenomena. 

Complieations  and  Sequelse. — The  most  important 
are:  Catarrhal  pneumonia,  croupous  pneumonia,  pleurisy, 
neuritis,  cardiac  neuroses,  and  i>eri carditis.  Permanent  in- 
sanity is  an  occasional  sequel. 

Dlagtiosis.^Acute  BroEcMtis, — The  fever  is  not  so  high ; 
there  is  little  or  no  prostration  ;  and  the  pains  in  the  head 
and  back  are  not  nearly  so  marked  as  in  influenza. 

Typhoid  Fever, — The  gradual  onset,  typical  temperature- 
curve,  epistaxis,  diarrhea,  Widal  reaction,  and  rash  will  indi- 
cate typhoid  fever 

Prognosis. — Uncomplicated  cases  nearly  always  recover. 
In  the  very  old  and  in  those  debilitated  by  chronic  disease 
influenza  not  infrequently  proves  fatal. 

Treatment* — Hygienic  measures  are  of  the  first  im- 
portance ;  these  include  immediate  and  absolute  rest  in  bed, 
a  carefully  selected  diet,  pure  air  without  dral't,  and  attentive 
nursing.  Complications  and  relapses  can  generally  be  traced 
to  a  neglect  of  these  rules. 

In  mild  cases  a  hot  foot-bath,  some  mild  refrigerant,  such 
as  spirit  of  nitrous  ether  or  solution  of  ammonium  acetate, 
and  at  night  a  dose  of  Dover's  powder  (5  to  10  grains)  will 
usually  suffice.  If  there  be  constipation,  a  few  fractional 
doses  of  calomel  may  be  given  with  advantage. 

In  more  severe  cases  quinin  (2  to  5  grains  thrice  daily) 
may  be  given  throughout  the  attack.  Pains  are  controlled 
to  some  extent  by  phenacetin  witli  salicylates  or  benzoates. 

The  following  combination  is  often  useful : 

IJ,    Acelphenetidini 

Salophen 

Sodii  henzoatis ift  Vl^y — M. 

Fisnt  chartuloc  No.  xij. 

SiG. — One  every  three  or  four  hours* 

Wlien  the  suffering  is  intense,  morphin  should  be  used 
hypodermically.     Violent  headache  is  treated  best  by  small 
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doses  of  phenacetin  and  the  application  of  an  ice-cap  to  th< 
head. 

Heart-failure  should  be  combated  by  alcohol  and  strychnin. 
Bronchial  catiirrli  will  require  the  remedies  indicated  in  simple 
bronchitis.  Sleep  may  be  induced  by  opium,  sulphuiial,  or 
chloralamid. 

MUMPS. 

(Epidemic  Farotitis.) 

Definitioil. — An  acute  contagious  disease,  characterized 
by  inflammation  of  the  parotid  and  other  salivary  glands. 

Etiology . — Tlie  disease  occurs  sporadically  and  epi- 
demically. It  is  most  frequently  observed  in  yijung  children, 
but  unprotected  adults  are  not  exempt.  Males  are  more 
susceptible  than  females.  The  disease  is  highly  contagious, 
and  Uie  virus  is  probably  contained  iji  the  saliva,  but  it  has 
not  been  isolated.  One  attack  confers  immunity  against 
others. 

Pathology. — As  the  disease  is  so  seldom  fatal,  very 
little  opportunity  is  afforded  for  studying  its  intimate  path- 
ology. The  parotid  glands  are  the  scat  of  an  inflammatory 
infiltration,  but  suppuration  very  rarely  occurs.  In  males 
the  inflammation  shows  a  marked  tendency  to  leave  the 
parotids  and  to  involv^e  the  testicles.  In  girls,  transference 
of  the  inflammation  to  the  ovaiy,  vulva,  or  mammary  gland 
is  occasionally  seen. 

Pc^od  of  Incubatioii, — One  to  three  weeks. 

Symptoms. — The  disease  is  ushered  in  with  chilliness, 
malaise,  and  moderate  fever  (ior®-i03°  F.),  followed  by 
swelling  of  one  parotid  gland.  The  swelling  is  observed 
below  and  fn  front  of  the  ear,  is  pyriform  in  shape,  and  has 
a  doughy  feel.  The  surrounding  tissues  are  edematous,  the 
submaxillaiy  glands  are  often  swollen,  and  the  features  may 
be  distorted  beyond  recognition.  The  movements  of  the 
jaw  are  restricted  and  painful.  The  saliva  is  usually  much 
diminished,  but  occasionally  it  is  increased.  In  most  cases 
the  other  parotid  becomes  similarly  affected.  The  duration 
of  the  disease  is  fnmi  five  to  seven  days. 

Complications. — ^Orchitis  is  the  most  important  com* 
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V    plication.     It  is  usually  seen  in  adolescence ;  in  childhood 
it  is  very  rare.     Atrophy  of  the  testicle  sometimes  follows. 

_     Deafness,  nephritis,  suppuration  of  the  gland,  and  pneumonia 

H    are  rarely  encountered. 

"        Prognosis. — Favorable, 

Treatment.^ — The  patient  should  be  kept  in  bed.  Iso- 
lation should  last  three  weeks  from  the  oni>ct  of  the  disease. 
Mild  aperients  and  refrigerants  are  useful.     When  the  pain 

H    is   severe,   hot    fomentations    containing    laudanum    prove 

^    soothing.     In  mild  cases,  covering  the  gland  with   cotton 
batting  will  suffice. 

Orchitis  will  require  rest,  suspension  of  die  affected  gland, 
and  the  application  of  lead-water  and  laudanum  or,  better 
stilly  of  an  ointment  of  guaiacol  (10  per  cent.).  After  the 
tenderness  has  subsided,  an  ointment  of  mercury  and  bella- 
donna will  be  found  useful  in  reducing  the  .swelling. 


YELLOW  FEVER. 

Defiiiition.=-An  acute  infectious,  endemic  or  epidemic 
disease,  characterized  by  fever  of  one  or  two  paroxysms, 
jaundice^  albuminuria,  and  a  marked  tendency  to  hemor- 
rhage, especially  from  the  stomach. 

Stiology. —  The  specific  organism  of  yellow  fever  has 
not  yet  been  isolated.  Man  is  inoculated  through  the  bites 
of  a  certain  species  of  ntosqoito. —  Sttgomyia  calopus, — 
which  serves  as  the  intermediate  host  for  the  parasite.  The 
mosquito  is  infected  only  by  bidng  a  ycUuw-fever  patient 
during:  the  first  three  davs  of  the  disease  and  cannot  trans- 
mit  the  infection  until  a  period  of  from  twelve  to  twenty 
days  has  elapsed.     The  disease  is  not  convej'cd   liy  foniites. 

Yellow  fever  occurs  endemically  in  tropical  .sea-ports, 
whence  it  occasionally  spreads  to  temperate  zones.  The 
predisposing  factors  are  those  whicfi  are  favorable  to  the 
growth  of  mosquitos — high  temperature,  surface  drainage, 
and  swampy  soil.  The  colored  race  is  less  susceptible 
than  the  white.  Strangers  in  an  infected  district  are  more 
liable  to  be  attacked  than  residents.  One  attack  usually 
confers  immunity  from  others. 
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Pathology.— The  tissues  are  stained  yellow.  The  liver 
presents  a  reddish-yellow  (autumn-leaf)  mottled  hue,  and  is 
the  seat  of  extensive  fatty  degeneration.  The  kidneys 
usually  show  the  lesions  of  acute  hemorrhagic  nephritis. 
The  gastro-intestinal  mucous  membraixe  is  swollen,  con- 
gested, and  frequently  infiltrated  with  blood.  The  heart- 
muscle  is  pale  and  fatty. 

Period  of  Incubation. — Three  to  four  days. 

Symptoms. — I'lrsl  Sta^^c, — The  disease  begins  with  a 
chill,  followed  by  pain  in  the  head,  back,  and  limbs.  The 
temperature  rises  rapidly  until  it  reaches  its  maximum 
(t 03^-105^  F.). 

The  pulse  is  at  first  accelerated,  but  as  the  temperature 
rises  it  shows  a  marked  tendency  to  fall,  somebnR^s  dropping 
in  grave  cases  to  80  or  even  to  70  a  minute  by  the  third  day. 
The  face  is  flushed  ;  the  conjunctivae  are  injected  ;  the  pupils 
are  small  ;  the  tongue  is  coated;  the  epigastrium  is  tender; 
the  stomach  is  irritable  and  unretentive;  the  bowels  are  con- 
stipated ;  and  the  urine  is  scanty  and  often  albuminous  by 
the  end  of  the  first  day. 

Jaundice  is  rarely  marked  before  tlie  second  or  third  day, 
although  a  slight  icteroid  tinge  of  the  conjunctiva  is  often 
noticeable  within  the  first  twenty-four  hours.  The  first  stage 
usually  lasts  from  three  to  five  days,  and  is  followed  by  a 
rapid  fall  in  the  tenii>eratiire  and  an  improvement  \n  all  the 
syTtiptoms  (stage  of  calm  or  remission).  At  this  time  con- 
valescence may  begin  or  the  patient  may  pass  into  the 
second  stage. 

The  second  stage  is  characterized  by  deep  jaundice,  per- 
sistent vomiting,  vomiting  of  dark  blood  {bhuk  vomifK  marked 
albuminuria,  and  often  by  suppression  of  urine  and  hemor- 
rhages from  the  mucous  surfaces.  The  mind  usually  re- 
mains clear  until  very  near  the  close,  but  in  some  cases 
delirium  and  stupor  develop.  This  stage  may  be  afebrile, 
but  not  infrequently  the  temperature  rises  again  after  the 
period  of  calrn^  w^hile  the  pulse  remains  extremely  low  (50to 
40  a  minute).  Death  usually  results  from  collapse  or  uremia. 
The  duration  of  the  disease  is  from  three  to  ten  days. 

Diagnosis* — Dengue. — This  disease  docs  not  exhibit  a 
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slow  pulse  with  a  rising  temperature,  early  albuminuria, 
jaundice,  or  black  vomit. 

Acute  Yellow  Atrophy  of  the  Ijiver. — ^The  rapid  pulse,  the 
diminution  in  the  size  of  the  liver,  the  slight  fever,  the  marked 
cerebral  symptoms,  and  the  presence  of  leucin  and  ty rosin 
in  the  urine  will  indicate  acute  yellow  atrophy, 

RemitteEt  Fever. — This  may  be  distinguished  by  the  en- 
largement of  the  spleen,  the  multiple  remissions,  the  presence 
in  the  blood  of  the  hematozoa  of  Laveran,  and  by  the  absence 
of  black  vomit. 

Prognosis. — Always  grave.  The  average  mortality  in 
different  epidemics  is  from  20  to  70  per  cent.  In  individual 
cases  high  fever,  a  ver>'  slow  pulse,  marked  cerebral  symp- 
toms, black  vomit,  and  suppression  of  urine  are  unfavorable 
features. 

Treatment. — "  The  spread  of  yellow  fever  can  be  most 
effectually  controlled  by  measures  directed  to  the  destruction 
of  mosquitos  and  the  protection  of  the  sick  from  the  bites  of 
these  insects."  ^ 

Absolute  rest  in  a  quiet,  well -ventilated  room  and  careful 
nursing  are  essential.  Only  tlie  blandest  food  should  be 
allowed.  Many  clinicians  of  wide  experience  advocate  the 
withholding  of  all  food  during  the  first  day  or  two.  For  the 
gastric  irritability  a  sinapism  may  be  applied  to  the  epigas- 
trium, and  cracked  ice,  champagne,  hydrocyanic  acid,  or 
cocain  may  be  given  internally.  Fever  is  best  controlled  by 
the  external  application  of  cold.  Suppression  of  urine  will 
call  for  dry  cupping  over  the  loins,  alkaline  diuretics,  hot-air 
baths,  and  subcutaneous  or  rectal  injections  of  warm  saline 
solutions.  Remedies  have  little  effect  upon  the  black  vomit. 
Tincture  of  ferric  chlorid,  adrenalin  solution  (i  :  lOOO)»  and 
oil  of  turpentine  have  been  recommended. 

ACUTE  GENERAL  TUBERCULOSIS. 
Acute  Miliary  Tuberculosis.) 

Definition. — An  acute  infectious  disease  excited  by  the 
tubercle    bacillus,    and    characterized   anatomically   by   the 
'  Report  of  U,  S,  Army  Commission,  Jour,  Nyg.,  vol.  ii.,  No.  2. 
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simultaneous  formation  of  miliary  tubercles  in  many  parts 
of  the  body. 

Etiology.^ — The  disease  usually  develops  in  early  adult 
life.  Certain  infectious  diseases,  like  measles  and  whooping- 
cough,  seem  to  predispose.  General  tuberculosis  is  almost 
always  secondarj^  to  local  tuberculosis—pulmnnary  phthisis 
or  a  scrofulous  lymphatic  gland.  The  bacilli  arc  probably 
disseminated  by  the  veins. 

Pathology*— All  the  organs  may  be  uniformly  infil- 
trated with  discrete  tubercles,  but  more  conmionly  certiun 
organs,  like  the  brain  and  lungs,  are  more  alTected  than 
othcfs. 

Symptoms,— The  onset  is  gradual  and  characterized  by 
anorexia^  malaise,  headache,  increasing  prostration,  and  fever. 
The  temperature  is  moderately  high  ( iO2°-l04*^  F.),  very 
irregular,  and  marked  by  evening  exacerbations  and  morning 
remissions.  The  respirations  are  hurried  and  the  pulse  is 
rapid  (140  to  150)  and  feeble.  Cough  may  or  may  not  be 
present.  As  the  disease  advances  typhoid  symptoms  develop 
— brown,  fissured  tongue,  muttering  delirium,  subsultus  ten- 
dinum,  carphoiogia.  and  stupor  Tubercle  bacilli  are  rarely 
found  in  the  sputum  or  in  the  blood. 

IVhen  the  iuNg^s  are  chiefly  afftctai,  there  are :  Dyspnea, 
rapid  breathing  (40  to  60  a  minute),  hard  cough,  mucopuru- 
lent and  bloody  expectoration,  and  cyanosis.  Signs  of  con- 
solidation can  rarely  be  elicited,  but  auscultation  usually 
reveals  sibilant  and  moist  rales. 

When  the  meninges  are  chiefly  affected,  there  are :  Intense 
headache,  convulsive  seizures,  photophobia,  delirium,  facial 
palsies,  stupor,  coma,  and  Cheyne-Stokes  breathing.  Tu- 
bercles may  occasionally  be  detected  on  the  retina. 

When  the  intestines  and  peritoneum  are  affected,  there  arc: 
Pain,  tenderness,  abdominal  distention,  and  diarrhea. 

Prognosis. — The  disease  is  always  fatal.  The  duration 
is  from  three  to  eight  weeks. 

IHagnosis. — The  disease  closely  resembles  typhoid  fever» 
and  there  is  no  doubt  that  the  mortality  of  the  latter  is  en- 
hanced by  included  cases  of  unsuspected  general  tube^'cu- 
losis. 
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Typhoid  Klver. 

SpBtuts  is  common. 
Temperature  runs  a  regular  couhm?. 

Diarrhea  is  frei|uent 

A  roscular  eruption  is  jjc ncrally  [iresenU 

Respiralions  are  rajiid. 

Pulse  is  rapid. 

Cyanosis  rarely  marked. 

Facial  paKics  axe  d!>sciit. 

Widal  reaction  is  preheat. 


Acute  Gknebal  TuBERaJHwis. 

InfrequenL 

'rcin})craiure    runs    a    very  irregular 

course. 
Irifre«|uenl. 
Rarely  present. 
Usually  mucli  more  nipid. 
Usually  tuuch  mure  rapid, 
tiften  dijiliiict. 
Are  cccajsioiially  iioticeaUe. 
Is  ab?.cnt. 


Treatment- — This  is  purely  palliative.  The  diet  should 
consist  of  milk,  eggs,  and  broths.  Stimulants  are  required. 
Fever  should  be  controlled  by  cold  sponging  or  small 
doses  of  phenacetin.  Severe  cough  and  insomnia  will  call 
for  morphin. 

WHOOPING-COUGH, 
(Pertussis.) 

Definitioti. — An  infectious  disease^  characterized  by  ca- 
tarrh of  the  respiratory  tract  and  peculiar  paroxysms  of 
cough  ending  in  prolonged  crowing  or  whooping  inspiration. 

Etiology . — The  disease  occurs  both  sporadically  and 
epidemically.  It  is  most  frequently  met  with  in  children, 
but  unprotected  adults  are  not  exempt.  The  disease  is 
unquestionably  contagious,  and  the  virus  seems  to  be  asso- 
ciated with   the  Sf>utum.     One  attack  protects  from  others. 

Pathology. — ^No  characteristic  lesions  are  observed  after 
death.  The  poison  excites  an  inflammation  of  the  respira- 
tory mucous  membrane,  and  probably  irritates  the  periph- 
eral filaments  of  the  pneumogastric  nerve,  and  so  cau.ses 
the  paroxysmal  cough.  In  fatal  cases  pulmonary  compli- 
cations are  usually  discovered,  such  as  catarrhal  pneumonia, 
pulmonary  collapse,  and  emphysema. 

Symptoms* — There  are  three  stages:  (i)  The  catarrhal 
stage ;  (2)  the  paroxysmal  stage ;  and  (3)  the  stage  of 
decline. 

Catarrhal  Stage, — The  disease  begins  with  the  symptoms 
of  coryza  and  bronchial  catarrh, — slight  fever,  sneexing, 
running  from  the  nose,  dry  cough,  and  rales, — but  it  does 
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not  respond  to  the  ordinary  remedies  for  catarrh,  and  after 
lasting  one  or  two  weeks  passes  into  the  paroxysmal  stage. 

Paroxysmal  Stage. — The  cough  becomes  more  violent 
and  paroxysmal.  During  the  paroxysm  the  face  is  cyanosed^ 
the  eyes  arc  injected,  and  the  veins  distended.  The  cough 
frequently  induces  v^omiting^  and,  in  severe  cases,  epistaxis 
or  other  hemorrhages.  The  close  of  the  paroxysm  is 
marked  by  a  long-drawn,  shrill,  whooping  inspiration  due 
to  the  spasmodic  closure  of  the  glottis. 

The  number  of  paroxysms,  or  *'  kinks,"  varies  from  ten 
or  twelve  to  forty  or  fifty  in  the  twenty-four  hours.  From 
the  forcible  propulsion  of  the  tongue  against  the  lower 
incisors,  an  ulcer  is  frequently  formed  on  the  frenum.  The 
duration  of  this  stage  is  three  or  four  weeks. 

Stage  of  Decline, — The  paroxysms  grow  less  frequent  and 
less  violent  and  finally  cease.  Protracted  cases  are  followed 
by  anemia  and  prostration. 

I>iiratiotl. — The  entire  duration  of  the  disease  is  from  a 
few  weeks  to  four  months. 

Complications  and  Sequelae. — The  chief  are  broncho- 
pneumonia, collapse  of  the  lung,  acute  emphysema,  and 
hemorrhage  from  the  nose  or  into  the  conjunctiva.  Paral- 
ysis from  meningeal  hemorrhage  occasionally  occurs.  Severe 
cases  are  sometimes  followed  by  cancrum  oris,  chronic 
bronchitis,  or  tuberculosis. 

Treatment.^Prophylaxis  consists  in  isolation  of  the 
patient  and  the  thorough  disinfection  of  all  articles  that 
have  been  used  by  him.  Quarantine  should  last  until  the 
cough  ceases. 

Fresh  air,  sunlight,  protection  from  changes  of  weather, 
and  a  light  but  nutritious  diet  are  essential.  In  some  cases 
it  may  be  desirable  to  keep  the  patient  in  his  room,  or  even 
in  bed,  for  the  first  few  days,  but  ordinarily,  if  the  weather 
is  good,  he  need  not  be  confined  indoors.  In  advanced 
cases  sea-air  often  acts  most  favorably. 

Of  the  many  special  remedies  advocated,  those  most 
worthy  of  confidence  are  belladonna  (in  ascending  doses 
until  constitutional  effect  is  produced),  antipyrin  (t  grain 
every  two  hours  at  one  year  of  age),  quinin  (lo  grains  a 
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day  at  three  years  of  age),  bromoform  (i  to  2  minims  at! 
two  years  of  age),  and  sodium  bromid  (3  to  5  grains  every 
three  hours  at  two  years  of  age).  Chloral  (3  grains  at  two 
years  of  age)  may  be  given  in  severe  cases  at  bedtime  to 
secure  sleep.  Such  a  combination  as  the  follt>vving  is  often 
useful : 


gr.  XV 


R.    Sodir  brnniidi  .    .    .    , 

Anlipyrina:  . 

Glycenni f^ss 

Aqua;  nient hie  pi|H;rita;  .    .    .   q.  s,  ad   f^iij. — M. 

Sic. — A  leaspcMJtiful  evrry  two  hours  for  a  child  one  year  old. 

Antiseptic  and  sedative  sprays,  when  feasible,  sometimes 
afford  much  relief;  the  best  are  the  solution  of  hydrogen 
dioxid  (I  to  6),  menthol  (5  per  cent,  in  liquid  paraffin),  and 
resorcin  {i  per  cent,  aqueous  solution). 

The  child  must  be  carefully  guarded  during  convales- 
cence, on  account  of  the  great  danger  of  catarrhal  pneu- 
monia. Tonics,  especially  quinin,  iron,  and  cod-!iver  oil, 
are  ver}'  useful  at  this  period 

CHOLERA, 

(Asiatic  Cholera ;  Epidemic  Oholera ;  Malipiant  Cholera*) 

Definition-^— An  acute  infectious  disease,  generally  epi- 
demic, excited  by  Koch's  comma-bacillus,  and  characterized 
by  vomiting  and  purging  of  serous  material,  painful  cramps, 
and  collapse, 

Etiolo^. — Cholera  is  constantly  present  in  certain  parts 
of  India,  and  under  favorable  conditions  is  carried  thence  to 
other  parts  of  the  world.  The  exciting  cause  is  the  comma- 
bacillus  of  Koch,  a  short,  slightly  curved,  motile  rod  with 
a  single  flagclhim.  This  organism  is  found  abundantly  in 
the  intestinal  discharges  of  choleraic  patients.  Outside  the 
body  its  growth  is  favored  by  heat  and  decomposing  animal 
matter. 

The  disease  always  spreads  along  the  lines  of  traffic,  hence 
epidemics  nearly  always  begin  at  the  sea-coast  and  extend 
inland.  Cholera  is  slightly,  if  at  all,  contagious  ;  like  t>'phoid 
fever,  the  poison  is  not  carried  through  air,  but  chiefly  through 
drinking-water  and  food.     Flies  are  undoubtedly  important 
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factors  in  conveying  the  germs  to  food.  Laundresses  and 
nurses,  from  their  contact  with  the  evacuations,  readily  acquire 
the  disease.  Epidemics  are  more  frequent  tn  summer  than 
in  winter.  No  age  is  exempt,  but  the  old  are  more  suscep- 
tible than  the  young.  Tlie  intemperate,  the  debilitated^  and 
those  suffering  with  gastro-intestinal  catarrh  are  especially 
predisposed. 

Pathology. — The  body  is  shriveled  ;  movements  of  the 
corpse  are  sometimes  observed  ;  rigor  mortis  is  marked  and 
prolonged.  The  tissues  are  dry^  and  the  large  veins  and 
right  side  of  the  heart  contain  thick,  dark  blood.  The 
serous  cavities  are  empty  and  their  surfaces  sticky.  The  in- 
testines contain  more  or  less  rice-water  fluid,  from  which  cul- 
tures of  bacilli  can  be  made. 

The  mucous  membrane  has  a  pinkish  color  and  is  often 
the  seat  of  ecchymoses ;  the  solitary  and  Peyer*s  glands  are 
swollen.  Frequently  extensive  desquamation  of  the  epithe- 
lial lining  is  observed.  The  liver  and  kidneys  are  the  seat 
of  acute  parcnchymatoys  degeneration. 

The  symptoms  of  cholera  are  doubtless  due  to  the  absorp)- 
tion  of  poisonous  substances  elaborated  by  the  bacilli  in  the 
intestines. 

Period  of  Incubation. — Three  to  five  days. 

Sytnptotns, — The  severity  of  the  symptoms  varies  con- 
siderably. In  well-marked  but  favorable  cases  there  are 
three  stages :  (i)  Invasion;  (2)  algid  or  collapse;  (3)  re- 
action. 

Stagr  of  Invasion. — The  disease  usually  begins  with  ma- 
laise, headache,  diarrhea,  rumbling  noises  in  the  intestines, 
and  colic.  Frequently  these  symptoms  continue  a  few  days 
and  then  subside ;  such  cases  arc  termed  cholerine,  and  arc 
as  infectious  as  the  fully  developed  disease. 

Stage  of  Collapse. — The  diarrhea  grows  more  marked  ; 
the  evacuations  become  copious,  lose  their  feculent  character, 
assume  a  rice-water  apj^earance,  and  are  discharged  forcibly 
but  without  pain.  Vomiting  soon  dcvelof)s,  and  the  ejected 
material  resembles  that  passed  by  the  bowels.  Thirst  is  un- 
quenchable. Severe  cramps  seize  the  muscles  of  the  calves 
of  the  legs,  thighs,  arms,  and  abdomen.     The  surface  is  cold 
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and  covered  with  a  clammy  sweat ;  the  breath  is  cool ;  the 
temperature  in  the  axilla  ranges  from  95°  to  85**  F.,  while 
in  the  rectum  it  may  rise  to  103*^  F.  or  more.  The  voice  is 
husky  and  finally  reduced  to  a  whisper  ;  the  respirations  are 
quickened;  the  pulse  becomes  more  and  more  feeble ;  the 
body  is  livid  and  shriveled ;  the  hands  resemble  those  of  a 
washerwoman  ;  the  features  are  pinched  and  sometimes  dis- 
torted; the  eyes  arc  frightfully  sunken.  The  urine  is  more 
or  less  suppressed,  and  the  little  that  is  passed  generally 
contains  albumin  and  sugar.  Consciousness  is  usually 
retained  until  near  the  end,  when  coma  sets  in. 

The  duration  of  this  stage  is  from  a  few  hours  to  two 
days. 

Stage  of  ReaciioN. — Sometimes,  even  when  death  seems 
imminent,  the  surface  temperature  begins  to  rise;  the  urine 
increases;  the  pulse 'strengthens;  the  vomiting  ceases;  the 
evacuations  from  the  bowels  become  less  frequent  and  begin 
to  assume  a  feculent  character,  and  convalescence  is  ulti- 
mately established. 

Occasionally,  instead  of  convalescence,  symptoms  of  a 
typhoid  type  develop,  such  as  moderate  fever,  a  brown, 
fissured  tongue,  subsuftus,  muttering  delirium,  and  coma. 
This  condition,  which  is  generally  fatal,  has  been  regarded 
as  uremic. 

Cholera  Sii^ra. — In  ver\'  violent  cases  collapse  and  death 
may  follow  without  there  having  been  anyevacuationi.  After 
death  the  intestines  contain  rice-water  fluid,  which  was  not 
discharged  during  life  probably  on  account  of  paralysis  of 
the  muscular  coat  of  the  bowel. 

Complications  and  Sequelae, — The  chief  complica- 
tions are:  nephritis,  pneumonia,  pleurisy,  parotitis,  ulcera- 
tion of  the  cornea,  diphtheric  inflammation  of  the  throat  and 
fauces,  abscesses,  and  local  gangrene. 

Diagnosis. — ^The  differential  diagnosis  between  Asiatic 
cholera  and  cholera  mor^bus  has  already  been  considered  (see 

p,  77)- 

Prog^nosis. —  This  depends  largely  upon  the  type.  The 
mortality'  averages  about  50  per  cent.  In  the  old,  very 
young,  debilitated,  and  intemperate  the  disease  is  ver>'  fatal. 
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In  individual  cases  early  collapse  and  a  low  surface  tempera- 
ture are  unfavorable  conditions. 

Treatment.^ — Personal  prophylactic  measures  against 
the  disease  include  removal  from  the  infected  districts, 
restriction  of  the  diet  to  bland,  easily  digested  food,  thor- 
ough  sterilization  of  drinking-water  and  milk,  the  protec- 
tion of  all  food  from  contamination  by  flies  and  other  in- 
sects, the  avoidance  of  overwork,  exposure  to  wet  and  cold, 
and  undue  excitement,  and  the  prompt  treatment  of  any 
gastro-intestinal  disturbance  that  may  arise.  Certain  acids, 
especially  sulphuric  acid,  have  long  been  advocated  as  pre- 
ventives of  cholera.  Finally,  vaccination  with  attenuated 
cholera  cultures,  as  practised  by  Haffkine  in  India,  has 
given  encouraging  results. 

Precautionary  measures  pertaining  to  the  sick  comprise 
isolation,  absolute  cleanliness,  and  the  thorough  disinfection 
of  excreta,  soiled  clothing,  etc. 

The  medicinal  treatment  of  cholera  resolves  itself  into  that 
of  the  prodromal  stage,  that  of  the  algid  stage,  and  that  of 
the  reaction  stage. 

Prodromtd  Sta^^c. — From  the  first  appearance  of  diarrhea 
the  patient  should  go  to  bed  and  remain  there.  Food  should 
be  withheld.  If  there  be  a  history  of  indigestible  food  hav- 
ing been  taken,  a  laxative  dose  of  calomel  should  be  given  ; 
otherwise,  aperients  should  be  avoided.  Hot  stupes  may 
be  applied  to  the  abdomen.  If  there  is  much  colic,  mor- 
phin  may  be  given  h>^odermically.  For  the  diarrhea,  bis- 
muth subnitrate  is  perhaps  the  best  astringent. 

A/g'id  Sfiift\ — Intravenous  injections  of  warm  saline  solu- 
tions undoubtedly  afford  the  best  means  of  combating  the 
anhydremia  and  of  restoring  the  failing  circulation.  Rectal 
injections  of  hot  tannic  solutions  (2  per  cent.),  as  strongly 
recommended  by  Cantani,  may  also  be  used.  The  body- 
temperature  should  be  maintained  by  hot  applications  or 
hot  baths.  Diffusible  stimulants,  like  ether  and  camphor, 
may  be  given  h\T3odermically. 

To  allay  thirst,  ice  or  iced  Seltzer  water  may  be  given  at 
frequent  interv^als.  The  painful  cramps  are  best  treated  by 
warm  applications,  hot  baths,  gentle  friction  with  anodyne 
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liniments,  and,  above  all^  by  intermittent  chloroform  inhala- 
tions. In  suppression  of  urine  the  most  proniisinj^  measures 
are  dry  cupping  over  tlic  loins  and  rectal  and  intravenous 
injections  of  saline  solutions. 

Reaction  Stage. — In  this  stage  liquid  foods  in  small  quan- 
tities are  permissible.  Milk  with  lime-water,  whey»  thin 
gruels,  albumin-water,  and  light  bruths  are  the  most  appro- 
priate. The  return  to  ordinary  food  should  be  effected  most 
gradually. 

TETANUS 

Definition.^ — An  acute  infectious  disease  excited  by  a 
special  bacillus,  and  characterized  by  painful  tonic  spasms 
of  the  voluntary  muscles. 

Etiology. — The  exciting  cause  is  the  Bacillus  tetani,  a 
motile,  spore-bearing,  anaerobic  rod,  multiplying  in  garden- 
earth,  street  dirt,  and  tlie  intestinal  discharges  of  herbivorous 
animals.  The  disease  is  contracted  through  infection  of 
wounds  with  matters  containing^  the  bacillus  or  its  spores. 
Lacerated  and  punctured  wounds  about  the  soles  of  the 
feet  and  palms  of  the  hands  are  especially  liable  to  become 
infected.  Occasionally  no  history  of  injury  is  obtainable. 
The  colored  race  appears  to  be  particularly  vulnerable. 

Pathology. — There  are  no  characteristic  lesions.  Con- 
gestion of  the  spinal  cord  and  of  the  nerves  leading  to  the 
wound  is  sometimes  seen.  The  bacillus  produces,  at  the 
point  of  ijioculalion,  an  intensely  virulent  poison,  which, 
being  absorbed,  vents  itself  in  a  special  manner  upon  the 
central  nervous  system. 

Period  of  Ineubation. — From  a  few  days  to  three  or 
four  weeks. 

Symptoms.— The  disease  begins  with  a  feeling  of  rigidit>' 
in  the  muscles  of  the  neck  and  lower  jaw ;  by  degrees  the 
muscles  of  the  back,  abdomen,  and  lower  extremities  are 
similarly  involved.  The  brow  is  wrinkled,  the  corners  of 
the  mouth  arc  drawn  upward  {risus  sardtmi^us),t\iQ  ]^\\'s  arc 
tightly  closed  {tnsjttns),  and  the  body  becomes  arched,  the 
patient  resting  on  his  head  and  heels  {opisth^ftonos).    There 
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is  extreme  hyperesthesia,  so  that  the  slightest  touch  causes 
a  violent  exacerbation  of  the  spasm,  which  is  attended  by 
excrudating  pain.  If  the  respirator>^  muscles  arc  involved, 
there  is  intense  dyspnea.  The  temperature  is  variable.  It 
is  usually  elevated  during  the  paroxysms  and  jitst  before 
death  it  may  rise  to  107**  F.  or  more.  The  mind  is  clear  to 
the  end.     The  duration  \s  from  a  few  days  to  several  weeks. 

Prognosis. — In  acute  cases  the  prognosis  is  verv'  grave 
death  usually  resulting  within  a  week  from  heart-failure, 
asthenia,  or  asphyxia.  Cases  developing  after  a  long  period 
of  incubation  and  not  characterized  by  violent  seizures  not 
infrequently  end  in  recovery. 

Treatment. — The  wound  should  beenlarged,  freed  from 
all  foreign  matter,  and  treated  with  some  active  antiseptic. 
The  most  hopeful  means  of  neutralizing  the  toxin  already 
absorbed  is  the  prompt  injection  of  tetanus  antitoxin  in 
large  doses.  The  drugs  most  effective  in  subduing  the  con- 
vulsions are  the  bromids  and  chloral.  These  should  be 
given  in  large  doses.  Morphin  and  eserin  are  useful  adju- 
vants. Inhalations  of  chloroform  or  of  amy!  nitrite  afford 
temporary  relief.  The  patient  should  be  kept  absolutely 
quiet  and  protected  from  cold.  The  administration  of  nutri- 
ment in  liberal  quantities  is  of  the  utmost  importance.  Alco- 
hol is  often  necessary. 


DENGUR 
(Breakbofne  Fever;  Dftndy  Ferer.) 

Definition*— An  acute  infectious  disease,  characterized 
by  pains  in  the  muscles  and  joints,  a  variable  rash,  and  a 
febrile  course  of  two  paroxysms. 

Etiologfy. — Dengue  is  confined  almost  entirely  to  hot 
climates.  Although  it  occurs  in  epidemics,  its  contagious- 
ness is  still  a  matter  of  dispute. 

Period  of  IncubatiOtt.^ — Three  to  five  days. 

Symptoms. — The  invasion  is  usually  sudden,  and  is 
attended  with  lassitude,  chilliness,  headache,  intense  pain  jii 
the  muscles  and  joints,  and  high  fever.  The  latter  risck 
rapidly,  often  reaching  a  maximum  of  104^  to  105^  F.  in 
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a  few  hours.  The  pulse  is  rapid  and  full-;  the  respirations 
are  accelerated ;  the  mind  is  often  delirious ;  the  urine  is 
scant\v;  the  superficial  lymph-glands  are  enlarged;  the 
joints  are  painful,  tender,  and  swollen.  In  two  or  three 
days  the  temperature  falls,  and  an  afebrile  period  follows  in 
which  the  patient  is  free  from  pain»  but  is  profoundly  pros- 
trated»  During  the  remission  a  roseolar  or  a  di(Tuse  ery- 
thematous rash  generally  appears;  this  lasts  two  or  three 
days  and  is  followed  by  slight  desquamation.     Shtirtly  after 

•the  subsidence  of  the  rash  the  fever  and  paius  again  return, 
and  persist  for  two  or  three  days,  when  convalescence 
begins. 

Dlagfliosis* — Acute  Eheiunatism. — ^This    disease   runs  a 
more  protracted  course,  and  lacks  the  paroxysmal  character 
and  the  eruption  of  dengue. 
Pro  gnosis . — Fa  vo  rab  le. 

Treatment. — There  is  no  specific  remedy,  A  mercurial 
aperient  should  be  given  at  the  onset.  The  pains  are  best 
relieved  by  phenacetin,  salicylates,  and  morphin.  The  diet 
should  be  liquid  and  sustaining. 

HYDROPHOBIA. 

(Babies.) 

llefinltloil. — A  specific  infections  disease  of  certain  car- 
nivorous animals,  especially  dogs  and  wolves^  communicated 
to  man  by  direct  inoculation,  and  characterized  by  slight 
fever,  intense  spasm  of  the  muscles  of  tlie  throat,  delirium, 
paralysis,  and  coma. 

Etiology. — ^Rabies  invariably  results  from  the  bite  of  a 
rabid  animal,  generally  a  dog.  In  the  animal  the  disease  is 
characterized  by  depression  o{  spirits,  loss  of  appetite,  fol- 
lowed by  excitement^  aimless  roving,  a  morbid  desire  to  bite, 
and  finally  by  paralysis  and  death  from  exhaustion.  The 
poison  \^  contained  in  the  central  ner\'ous  system  ant!  secre- 
tions, especially  the  saliv^a.  Bites  on  the  face  and  on  exposed 
parts  are  particularly  liable  to  be  followed  by  infection. 

PfttllOlOg;y, — 'The  bacteriology  is  obsco*-**  Microsc(>r«- 
,cally,  the  intervertebral  ganglia  present  at^vAiict»w  proUlen*- 
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tion  of  the  capsular  cells,  with  degeneration  of  the  ganglion 
cells,  and  the  medulla  and  pons,  accumulations  of  deeply 
staining  nuclei  around  the  blood-vessels  (vascular  tubercles 
of  Babes). 

Period  of  Incubation. — From  two  weeks  to  two 
months. 

Symptoms. — The  anset  is  characterized  by  slight  fever, 
anxiety,  depression,  restlessness,  and  pain  in  the  wound  or 
cicatrix.  In  about  a  day  symptoms  of  the  convulswc  stage 
appear.  These  consist  in  great  difficulty  in  swallowing, 
severe  clonic  spasms  of  the  lar)'iigeal  muscles^  saiivation, 
extreme  hyperesthesia,  hallucinatory  delirium,  and  prostra* 
tion.  Anything  that  excites  tiic  swallowing  reflex,  such  as 
the  sight  of  water,  maj'  bring  on  the  painful  sp^ism  of  the 
throat  muscles.  In  the  course  of  one  or  two  days,  if  the 
patient  does  not  die  from  exhaustion  or  heart -failure,  the 
paralytic  stage  suj^ervenes,  in  which  the  convulsions  and 
delirium  give  way  to  ascending  paralysis  and  unconscious- 
ness. 

Diagnosis* — -Hysteria  in  persons  who  have  been  bitten 
may  simulate  hydrophobia.  Such  persons  often  bark,  try  to 
bite,  and  manifest  other  symptoms  which  are  not  noted  in 
hydrophobia. 

Prognosis. — Once  developed,  the  disease  is  invariably- 
fatal. 

Treatment* — Prophylaxis, — Suspicious  bites  should  be 
thoroughly  disinfected  and  cauterized  with  caustic  potash  or 
strong  carbolic  acid. 

The  results  obtained  at  the  Pasteur  Institute  at  Paris  seem 
to  justify  the  inoculative  treatment,  in  which  the  person 
who  has  been  bitten  is  promptly  subjected  to  a  series  of 
inoculations  with  properly  prepared  spinal  cords  from  arti- 
ficially infected  rabbits.  The  treatment  of  the  attack  is  purely 
palliative.  An  attempt  should  be  made  to  maintain  nutrition 
by  rectal  alimentation  and  to  control  the  convulsive  parox- 
ysms by  injections  of  morphin  and  inhalations  of  chloroform. 
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RHEUMATIC  FEVER. 


(Acute  Articxilar  Rheumatism;  Inflammatoir  Eheiunatism.) 

Definition.— An  acute  disease,  characterized  by  poly- 
arthritis, irregular  fever,  acid  sweats,  and  a  marked  tendency 
to  endocardial  inflammation. 

Etiology* — 'The  disease  is  most  common  in  the  second 
and  third  decades.  Males  are  more  often  attacked  than 
females.  It  is  most  prevalent  in  moist,  cold  climates. 
Heredity,  lowered  vitalit>%  and  exposure  are  predisposing 
factors.    Disposition  to  recurrence  is  a  characteristic  feature. 

The  exciting  cause  is  still  unknown.  Most  authorities, 
however,  concede  that  the  disease  is  infectious. 

Pathology. — The  ligaments  and  the  synovial  membmne 
and  its  fringes  are  congested  and  swollen.  The  synovial  sac 
is  filled  with  a  turbid  fluid.  The  cartilages  are  roughened 
and  occasionally  ulcerated.  Generally  the  process  ends  in 
resolution  ;  sometimes  the  surrounding  tissues  become  infil- 
trated with  inflammator)'  lymph  and  fiilse  ankylosis  results ; 
ver>'  rarely,  suppuration  of  the  joint  follows.  The  blood 
shows  an  excess  of  fibrin,  a  cotisiderable  diminution  in  the 
number  of  red  cells,  and  an  increase  in  the  number  of  leuko- 
cytes. 

Secondar>'  inflammations  are  frequently  discovered,  such 
as  endocarditis,  pericarditis,  and  pleurisy. 

S3rilipt0tns< — The  symptoms  var)' much  in  their  severity. 
The  disease  usually  begins  abruptly,  or  more  rarely  follows 
such  prodromes  as  malaise,  chilliness,  and  sore  throat.  The 
large  joints,  especially  the  symmetric  ones,  are  usually 
affected;   they  are   slightly  reddened,  swollen,  exquisitely 
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painful,  and  tender  to  the  touch.  The  inflammation  shows 
a  marked  tendency  not  only  to  spread  from  joint  to  joint, 
but  to  disappear  abruptly  in  one  while  it  attacks  another. 
The  joints  most  commonly  involved  are  the  knees,  elbows, 
ankle*5,  and  wrists,  but  no  joint  is  exempt.  In  severe  cases 
the  muscles  are  painful,  tender,  and  somewhat  rigid.  The 
fever  rises  rapidly  to  a  moderate  height  (102^-103°  F.);  it 
is  indefinite  in  its  duration  and  extremely  irregular  in  its 
course.  Perspiration  is  often  copious,  has  a  peculiar  sour 
smell, and  an  acid  reaction.  Tlic  urine  is  scanty,  hiyh-colored, 
and  on  standing  throws  down  an  abundant  sediment  of 
urates  and  uric  acid.  The  tongue  is  heavily  coated;  the 
appetite  is  lost ;  the  bowels  are  constipated.  The  face  is  at 
first  flushed,  but  as  the  disease  advances  it  becomes  decidedly 
pale  from  anemia. 

The  duration  is  indefinite,  vaiying  from  a  few  days  to 
several  weeks. 

Complieatiotis. —  Vigctative  endotaniitis  is  the  most 
common  complication.  It  occurs  in  about  40  per  cent,  of 
all  cases.  Perkarditis  is  also  common,  but  less  frequent 
than  endocarditis.  Tonsdiitis  may  occur  at  the  onset  of  the 
disease.  Certain  cutaneous  affection.^ — urtkana,  purpura^ 
erythema  nodosum,  and  subcutaneous  fibrous  modules  are  oc- 
casionally met  with.  Chorea  sometimes  occurs  after  the 
acute  symptoms  have  subsided.  In  exceptional  cases  the 
subsidence  of  the  joint  inflammation  is  marked  by  the  devel- 
opment of  hyperpyrexia  (106*^-110^  F.),  and  with  it  marked 
cerebral  symptoms— delirium,  convulsions,  coma.  To  this 
complication  the  term  eerebrai  rheumatism  lias  been  applied. 

Rarer  complications  arc  pleurisy,  iritis,  meningitis,  and 
pneumonia. 

DiagTiOSis. ^Septic  Arthritis. — This  may  be  recognized 
by  its  association  with  some  other  septic  process  and  by  the 
special  tendency  of  the  inflammation  to  end  in  suppuration, 
which  is  a  ver)^  rare  termination  of  rheumatic  arthritis. 

donorrheal  rheumatism  may  be  recognized  by  the  history 
of  gonorrheal  infection  ;  its  tendency  to  involve  a  single 
joint  and  to  remain  in  the  joint  primarily  affected ;  its  long 
duration,  and  its  resistance  to  salicylates. 
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Rheumatoid  Arthritis. — ThLs  begins  in  the  small  joints, 
attacking  one  after  another;  leads  to  permanent  deformity; 
is  not  associated  with  fever  and  acid  sweats  ;  and  shows  no 
tendency  to  involve  the  heart 

Gout. — This  occurs  later  in  life,  usually  involves  the  g^reat 
toe,  and  lacks  high  fever,  acid  sweats,  and  the  tendency  to 
heart  com  plications. 

Prognosis,^ Most  cases  end  in  recovery.  A  very  small 
number  die  of  exhaustion  or  some  complication,  such  as 
endocarditis  or  hyperpyrexia,  with  grave  nervous  symptoms. 
The  disease  is  very  prone  to  relapse  and  to  recur. 

Treatment, — Absolute  rest  in  a  comfortable  bed  is 
essential,  and.  with  the  view  of  preventing  permanent  injury 
to  the  heart,  this  should  be  maintained  for  at  least  ten  days 
or  two  weeks  after  the  temperature  has  become  normal  and 
all  the  arthritic  symptoms  have  subsided.  The  patient 
should  wear  a  loose  flannel  night-dress  and  lie  between 
blankets.  Milk  and  cereals  are  the  most  suitable  articles 
of  diet.  The  free  use  of  water  and  of  lemonade  should  be, 
encouraged.  Two  remedies  have  considerable  power  in  con- 
trolling the  symptoms:  salicylic  compounds  and  the  alka- 
line salts  of  potassium.  From  10  to  15  grains  of  ammon* 
ium  or  sodium  salicylate  should  be  given  every  two  or  three 
hours  until  a  decided  impression  is  made  upon  the  disease 
or  the  phenomena  of  salicylism  are  produced,  when  the 
interval  between  the  doses  should  be  lengthened  to  four  or 
six  hours.  It  is  advisable  to  continue  the  drug  for  several 
days  after  the  subsidence  of  the  symptoms.  When  the 
ammonium  or  sodium  salt  is  not  well  borne,  strontium 
salicylate  or  salophen  (l   dram  daily)  may  be  substituted. 

If  the  alkaline  treatment  is  employed,  20  to  30  grains  of 
potassium  acetate  or  citrate  should  be  given  every  two  or 
three  hours  until  the  urine  becomes  distinctly  alkaline.  It 
is  often  a  good  plan  to  combine  alkalis  with  salicylates, 
thus : 


R.      Folassii  CI  I  ratis 

Sodii  salicylatis 

Glycerin! 

Aquae  menthse  pipenlae   .    .    .    .    ,  <j 
SiG. — A  dessertspoonful  every  three  bours 


■   .^ 


.  <|.  s.  fiiv. — M. 
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Opium,  in  the  form  of  Dover's  powder  or  of  cnorphm 

hypodermically,  is  sometimes  of  great  value  in  allaying  pain» 
subduing  restlessness,  aod  procLiruig  sleep.  Antipyrin  or 
phenacetin,  in  moderate  doses,  is  also  a  useful  adjuvant  to 
salicylates  or  alkalis  when  the  pain  is  severe.  When  ady- 
namia is  marked,  quinin  (5  grains)  is  frequently  beneficial. 
Anemic  patients  are  benefited  by  iron. 

Hyperpyrexia  is  best  controlled  by  the  cold  bath.  Endo- 
carditis and  pericarditis  rarely  require  special  remedies. 
The  importance  of  proionged  rest  in  cases  in  which  the 
heart  becomes  affected  cannot  be  overestimated.  During 
convalescence  tonics,  like  iron,  quinin,  and  arsenic,  and  a 
liberal  diet  are  necessa^J^ 

Local  Treatment, — In  mild  cases  the  joints  may  be  painted 
with  iodin  and  wrapped  in  cotton- wool  In  severe  cases 
small  blisters  are  of  great  utility. 

Among  other  effective  remedies  may  be  mentioned  methyl 
salicylates  or  oil  of  gaulthcria  (undiluted  on  compresses); 
guaiacol  (with  equal  parts  of  glycerin);  lead-water  and  lau- 
danum (ice-cold  or  hot),  and  chloroform  liniment.  An 
ointment  of  salicylic  acid  is  often  very  useful : 

R.    Acidi  salicylici  t^\^ 

Olci  terebinth inrc  .  f^j 

AdipU  bifnzoinali  ,         ,    .         .  q.  ^.  ^ij. 

SlQ. — Spread  on  lint  aod  keep  in  place  by  means  ol  t  flannel 
binder. 


No  matter  what  local  remedy  is  selected,  it  is  highly  im- 
portant that  the  afifected  joints  should  be  kept  at  complete 
rest.  This  may  be  accomplished  by  means  of  padded  splints 
and  a  roller  bandage. 

Lingering  swelling  will  often  yield  to  an  ointment  of  mer- 
cury  and  belladonna,  with  firm  strapping  of  the  articulation. 
BHsters  are  also  useful  When  the  effusion  is  very  great 
and  persistent,  it  may  be  necessar)'  to  aspirate  the  joint. 

For  the  stiffness  of  the  joints  massage,  warm  baths,  and 
inunctions  with  an  ointment  of  iodin  will  be  found  useful. 
The  hot-air  treatment  also  does  good  in  some  cases. 
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Btiology, — Chronic  articular  rheumatism  nearly  always 
begins  as  a  chronic  affection.  Heredity,  advanced  years,  and 
habitual  exposure  to  cold  and  wet  are  predisposing  factors. 
It  rarely  results  from  an  acute  attack. 

Pathology, — The  fibrous  structures  around  the  joint  are 
greatly  tliickened,  so  that  in  long-standing  cases  the  move- 
ments are  restricted;  the  neighboring  muscles  are  wasted 
from  disuse ;  and  the  nerves  often  reveal  evidences  of 
neuritis. 

Symptoms. — Pain,  stiffness,  deformity,  and  creaking  of 
the  joints  are  the  usual  phenomena.  Several  joints  are  com- 
monly affected,  and  the  disease  shows  no  predilection  for  any 
particular  juint.  The  symptoms  grow  worse  on  the  ap- 
proach of  stormy  weather,  and  at  such  times  exacerbations 
are  liable  to  occur,  in  which  the  joints  become  swollen  and 
tender.     The  duration  is  indefinite. 

Prognosis* — Generally  unfavorable.  Much  relief  may 
follow  persistent  and  jutlicious  treatment,  but  perfect  cure  is 
rarely  attainable. 

Treatment. — Especial  attention  should  be  given  to  the 
hygiene,  particularly  as  regards  diet,  bathing,  clothing,  exer- 
cise, and  occupation.  A  change  of  re.sidence  toadr>^warm, 
and  equable  climate  is  alwa\'s  desirable. 

Hot  sulphur  and  hot  saline  baths  are  often  very  useful. 
Tonics  and  certain  alteratives,  such  as  cod-liver  oil,  iron, 
arsenic,  guaiac,  and  potassium  iodid  are  the  most  generally 
useful  internal  remedies ; 

li  .    Liquorii  i^wtassii  arsenilis    .....    ■  f/?j-U 

Potassii  icMjidi  ...    - 3»j-iti 

Syrujji  sarsaparilla;  c<.>mpo(iiti  .  q.  i..  f^iij. — ^M. 

SiG. — S.  teas|)cionful  in  water  tbret*  limes  a  day  afler  niCAls. 

Local  TnaimtNt — Massage,  if  employed  systematically, 
often  accomplishes  much  good.  Sufx-rheated  air-baths  are 
occasionally  useful.  Electricity'  is  of  little  value.  Rubefacient 
liniments  have  a  palh'ative  influence  in  mild  cases.  An  oint- 
ment of  mercur)%  belladonna,  and  ichthyol,  well  rubbed  into 
the  affected  part,  is  sometimes  very  efficacious.     When  the 
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pain  is  severe  and  persistent,  blisters  or  light  applications  of 
the  actual  cauter>'  prove  efTective, 


OTHER  MANIFESTATIONS  OF  RHEUMATISM, 

Muscttlar  Rheumatism ( Myalgia ;  Myodynia). — An 

afiTectiDn  of  the  voluntary  muscles,  characterized  by  pain, 
tenderness,  and  rigidity. 

Typea. — DifTerent  names  have  been  applied  according  to 
the  location,  namely :  Torticollis,  or  wry-neck,  when  it  in- 
volves the  sternocleidomastoid  muscles;  lumbago,  when  it 
involves  the  lumbar  muscles;  plcurailvnia,  when  it  involves 
the  intercostals ;  and  ccphalodynia^  when  it  involves  the  oc- 
cipitofrontalis. 

Etiologry. — The  gouty  or  rheumatic  diathesis  is  a  predis- 
posing cause.  Exposure  to  cold  and  wet  or  muscular  strain 
usually  excites  it. 

Smaptoms. —  Pain  is  the  chief  symptom  ;  it  is  made  worse 
by  use  of  the  muscles,  and  is  associated  with  tenderness 
which  is  especially  marked  at  the  tendinous  origins  and  in- 
sertions of  the  muscles.  Sometimes  the  muscles  are  con- 
tracted and  rigid ;  this  is  particularly  the  case  in  torticollis, 
or  wry-neck. 

Torticollis. — The  head  is  fixed  and  inclined  to  one  side ; 
ever>^  effort  to  turn  it  is  attended  with  sharp  pain. 

Lumbago. -^-'Xh^x^  is  a  dull,  aching  pain  across  the  loins. 
Turning  the  body  or  rising  from  the  sitting  posture  causes 
an  exacerbation,  which  is  sometimes  so  .severe  that  the  patient 
cries  out.  Care  must  be  taken  to  distinguish  it  from  renal 
calculus.  Potts  disease,  aneurysm,  perinephritis,  and  uterine 
or  ovarian  disease. 

Pleurodynia. — The  pain  is  felt  in  the  side,  and  is  increased 
bv  deep  breathing,  coughing,  or  twisting  the  body.  There 
is  diflTuse  tenderness  to  the  touch.  The  absence  of  fever 
and  of  physical  signs  will  serve  to  distinguish  it  from 
pleurisy. 

The  absence  of  tender  spots  where  the  nerves  make  their 
exit  from  the  muscular  coverings,  the  fact  that  the  pain  does 
not  follow  closely  the  distribution  of  the  nerves,  and  that  the 
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pain  is  increased  by  movement,  will  serve  to  distinguish 
pleurodynia  from  inicnostal  neuralgia. 

Ccphahdynia. — This  is  characterized  by  a  superficial  pain 
in  the  head,  increased  by  moving  the  scalp.  It  is  often  asso- 
ciated with  tenderness  on  pressure. 

Prognosis. —  Favorable  under  judicious  and  persistent 
treatment. 

Txeatment,— In  mild  cases  it  will  suffice  to  put  the  affected 
muscles  at  rest.  In  pleurodynia  this  is  accomplished  best  by 
strapping  the  affected  side  as  in  fracture  of  the  ribs,  and  in 
lumbago  by  applying  a  large  piece  of  adhesive  plaster  from 
the  floating  ribs  to  the  iliac  crests.  In  more  severe  cases  it 
will  be  ncccssar>^  to  apply  rubefacient  liniments,  sinapisms, 
or,  better  still,  hot  fomentations,  and  to  administer  a  salicy- 
late, combined,  perhaps,  with  phcnacetin  : 

fit.    Salophen gij 

Acctpheru'tidini 3). — M. 

Fiant  charttilse  No.  xij. 
Sic— One  every  three  houw. 

A  blister  is  occasionally  required.  When  the  pain  is  in- 
tense, intramuscular  injections  of  morphin  {\  grain)  wuth 
atropin  (j^  grain)  will  afford  great  relief  In  lumbago, 
acupuncture  sometimes  yields  excellent  results.  Hot  packs 
and  baths  are  often  efficacious,  but  great  care  must  be  ex- 
ercised to  guard  against  exposure  after  their  use.  Persistent 
myalgia  is  often  very  favorabl)'  affected  by  massage  and 
applications  of  the  faradic  current.  In  chronic  cases  potas- 
sium iodid  and  guaiac  should  be  tried,  Gelsemium  in  large 
doses  {Brunton)  and  ammonium  chlorid  (Ringer,  Roberts, 
DaCosta)  have  also  been  recommended. 

Neural  Manifestation.— Rheumatism  appears  to  be  a 
frequent  cause  of  neuritis. 

Rheumatic  Affections  of  Mucous  Membranes, — It 
must  be  borne  in  mind  that  pharyngitis,  tonsillitis,  laryngitis, 
and  bronchitis  are  sometimes  dependent  upon  a  rheumatic 
diathesis. 

Rheumatic  Affections  of  Serous  Membranes.— 
Endocarditis,  pericarditis,  pleuritis,  iritis,  and  meningitis  may 
be  excited  by  rheumatism. 
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Cutaneous  Manifestations,— Purpura,  urticaria,  and 
erj^thcnia  nodosum  arc  sniiictirnes  associated  with  rheu- 
matism. 

GOUT* 
(Fodagm.) 

Definition. — A  disturbance  of  metabolism,  character- 
ized in  its  typical  form  by  deposits  of  sodium  biurate  in  the 
joints  and  other  structures,  and  by  recurrent  attacks  of 
arthritis. 

Etiology. — Gout  most  frequently  develops  in  the  third 
and  fourth  decades.  It  is  more  common  in  males  than  in 
females.  It  is  often  heredllar>^  The  excessive  use  of  wines 
or  malt  liquors,  overeatin^^,  sedentary^  habits,  ner\'ous  strain, 
and  clirontc  lead-potsoning  are  predisposing  factors. 

Patliology. — ^The  pathology  of  gout  is  still  obscure.  It 
is  generally  conceded  that  the  disease  is  in  some  way  asso- 
ciated with  an  excess  of  uric  acid  compounds  in  the  blood; 
but  whether  these  compounds  are  the  sole  cause  of  the  con- 
stitutional disturbances,  and  whether  the  excess  in  the  blood 
is  due  to  increased  formation  or  tliminished  excretion,  or 
both,  are  questions  that  await  solution. 

The  only  distinctive  anatomic  lesions  of  gout  are  those  of 
the  joints.  These  consist  of  deposits  of  sodium  biurate 
(tophi)  in  the  cartilages  and  fibrous  tissues  and  secondary 
inflammatory  changes.  In  long-continued  cases  the  joints 
become  irregularly  enlarged  and  stiff.  Ultimately  ulcera- 
tion of  the  superficial  tissues  may  ensue,  with  the  discharge 
of  the  uratic  concretion.  The  small  joints  of  the  feet  and 
hands  are  usually  the  first  to  be  affected,  but  subsequently 
other  joints,  like  those  of  the  ankles,  wrists,  and  elbows, 
become  involved.  Uratic  deposits  are  often  found  also 
along  the  tendons,  in  the  external  car,  in  the  nose,  and  in 
various  other  parts. 

In  acvte  cases  the  affected  joint,  most  frequently  the 
metatarsophalangeal  of  the  great  toe,  is  intensely  hyper* 
emic,  swollen,  and  edematous. 

Chronic  interstitial  nephritis,  arteriosclerosis,  and  hyper* 
trophy  of  the  heart  are  important  concomitant  lesions. 
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Clinical  Varieties, — (i)  Articular  gout,  which  may  be 
acute  or  chronic;  (2)  non-articular  or  irregular  gout. 

Symptoms. — Acute  Gout. — The  attack  is  usually  pre- 
ceded by  certain  prodromes — restlessness,  insomnia,  morose- 
ness,  irritability,  dyspepsia,  and  changes  in  the  urine,  this 
secretion  being  scanty,  high-colored^  and  deficient  in  urates. 
The  arthritic  phenomena  usually  appear  suddenly  in  the 
early  morning  hours,  and  are  characterized  by  pain  and 
swelling  in  the  ball  of  the  great  toe.  The  affected  joint  is 
so  tender  that  the  slightest  pressure  causes  agony.  It  is  of 
a  reddish-purple  color ;  its  surface  is  glazed  ;  and  the  neigh- 
boring veins  are  full  and  distinct.  During  the  paroxysm 
the  temperature  is  moderately  elevated  {101^-102°  ¥.)  and 
the  pulse  quickened.  Toward  daylight  the  pain  subsides 
to  a  great  extent  and  the  patient  falls  asleep,  ,  During 
the  day  he  is  comparatively  comfortable,  but  there  are 
severe  exacerbations  for  several  successive  nights.  At  first 
the  attacks  may  be  a  year  apart,  but  as  they  multiply  the 
interval  grows  less,  until  finally  the  patient  is  seldom  en- 
tirely free  from  suffering. 

Retrocedent  Gout. — This  term  is  applied  to  a  condition  in 
which  the  arthritic  phenomena  suddenly  subside  and  grave 
gastric,  cardiac,  or  cerebral  symptoms  follow. 

Ohrouie  Gout, — The  joints  are  affected  one  by  one,  and, 
become  stiff,  irregularly  enlarged,  and   deformed.     Chalk- 
stones,  or  tophi,  sometimes   ulcerate  their  way  through  the 
skin   and  are  discharged.     Similar  deposits  are  frequently 
found  along  the  tendons  and  in  the  helix  of  the  ear. 

Constitutional  symptoms  similar  to  those  occurring  in 
non-articular  or  irregular  gout  arc  more  or  less  conspicuous, 

Non*articular  Oout  (Uric  Acid  Diathesis ;  Latent  Gout ;  Gonti- 
ness  ;  Litliemia). — This  form  of  gout  is  more  ftften  met  with 
in  America  than  the  articular  variety.  It  presents  the  follow- 
ing clinical  features: 

Gastro-inti'sthta/  Phenomena, — The  tongue  is  generally 
coated  and  the  breath  heavy  ;  the  appetite  is  variable:  some- 
times it  is  lost,  at  others  it  is  inordinate;  acid  eructations, 
heart-burn,  and  flatulence  arc  frequent  gastric  symptoms. 

Urinary  Phenomena. — The  urine  is  scanty,  high-colored, 
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of  high  specific  gravity  (1025  to  1035),  and  on  standing 
throws  down  an  abundant  brick-dust  sediment.  The  solids 
render  the  urine  irritating,  so  that  dull  aching  in  the  loins 
and  burning  in  the  penis  after  micturition  are  common 
symptoms.  A  trace  of  sugar  is  sometimes  detected  on 
chemical  examination.  The  urine  often  stains  the  clothes 
red. 

Circuiaiory  P/ityiomt'Na.^Thesc  consist  in  increased  arterial 
tension,  accentuation  of  the  second  aortic  sound,  and  a 
tendency  to  arteriosclerosis. 

Ncnmis  Phenomt'mi, — These  are  extremely  varied,  and 
include  headache,  vertigo,  disturbed  sleep,  tinnitus  aurium, 
depression  of  spirits,  failure  of  memory,  loss  of  energy, 
irritability,  and  neuralgic  pain  in  various  parts  of  the  body. 

Complications  and  Seqaelse. — These  include :  Chronic 
interstitial  nephritis,  arteriosclerosis,  hypertrophy  of  the 
heart,  angina  pectoris,  apoplexy,  chronic  broncliitis,  and  cer- 
tain cutaneous  affections — chronic  eczema,  urticaria,  and 
psoriasis. 

Diagnosis* — Acute  Rheumatism .^ — This  more  commonly 
affects  the  larger  joints  ;  it  is  markedly  migratory ;  it  is 
associated  with  higher  fever  and  more  copious  perspiration  ; 
and  it  shows  far  greater  tendency  to  endocardial  and  peri- 
cardial inflammations. 

Rheumatoid  Artlirltis. — This  occurs  more  frequently  in 
women  than  in  men  ;  it  is  more  likely  to  begin  in  the  fingers 
than  in  the  toes  ;  it  usually  involves  symmetric  joints.  It  is 
more  apt  to  involve  the  spinal  and  temporomaxillary  joints ; 
it  causes  more  deformity  and  fixation  of  the  joints,  and, 
finally,  it  is  not  associated  with  tophaceous  deposits  in  the 
joints  or  other  tissues,  nor  necessarily  with  arterial  or  renal 
complications. 

Prognosis. — Acute  gout  rarely  proves  fatal ;  recurrence, 
however,  is  to  be  expected.  On  accotmt  of  the  tendency  to 
arterial  and  renal  complications,  the  prognosis  of  chronic 
gout,  when  the  disease  is  fairly  established,  should  be  some- 
what guarded.  It  is  largely  proportionate  to  the  mildness 
by  the  symptoms  and  the  extent  to  which  the  patient  can  be 
controlled. 
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Treatment." 77/^  Acute  Attack.— Th^i  best  remedy  is 
colchicuni :  lo  to  20  drops  of  the  wine  well  diluted  should 
be  given  ever)'' two  hours,  and  stopped  as  soon  as  the  symp- 
toms subside.  Alkalis  are  valuable  adjuncts.  The  free  use 
of  water  should  be  encouraged.  Constipation  should  be 
relieved  by  a  full  dose  of  blue-mass  or  a  saline  draft.  Opium 
or  phenacetiii  may  be  required  for  the  relief  of  the  pain. 
The  affected  part  should  be  L-luvated  and  wrapjped  in  cotton- 
woo!,  or  covered  with  warm  fomentations  or  with  cloths 
soaked  in  lead-water  and  laudanum.  The  diet  should  be 
light  and  non-stimulating. 

Chronk  Gout. — As  regards  diet,  simplicity  and  modera- 
tion are  of  the  utmost  importance.  Generally  speaking,  a 
diet  composed  for  the  most  part  of  milk,  farinaceous  foods, 
succulent  vegetables,  eggs,  fish,  is  most  suitable.  The  foods 
most  likely  to  disagree  are  veal,  hver,  sweetbreads,  hashes, 
croquettes,  concentrated  soups,  vegetables  rich  in  nucleins, — 
peas  and  beans, — pastr}',  sweets,  coffee,  malt  liquors,  and 
heavy  wines.  Some  patients  are  exceedingly  intolerant  of 
acid  fruit. 

Water-drinking  between  meals  should  be  encouraged.  No 
mure  should  be  eaten  than  fs  absolutely  necessary  to  satisfy 
hunger.  The  patient  should  be  warmly  clothed  and  should 
avoid  as  far  as  possible  exposure  to  sudden  atmospheric 
changes.  Systematic  exercise  in  the  open  air  is  extremely 
beneficial.  When  active  exercise  is  not  feasible,  massage 
may  be  strongly  recommended.  All  overwork  of  mind 
should  be  forbidden.  Hydrotherapy — tepid  sponge-baths 
and  douches— is  usefuL  lleavy,  robust  patients  often  derive 
much  benefit  from  the  Turkish  bath.  Visits  to  certain  min- 
erals springs — Bedford,  Saratoga,  Harrowgate,  Carlsbad, 
Contrexeville,  Aix-lcs-Bains — are  sometimes  of  great  value. 

Free  action  of  the  bowels  should  be  secured.  The  occa- 
sional use  of  calomel  or  blue-mass  at  night,  with  a  saline  in 
the  morning,  is  olten  of  value.  Among  the  special  remedies 
advocated  for  gout  may  be  mentioned  alkalis  and  alkaline 
mineral  waters,  cokhicum,  guaiac,  arsenic,  and  iodids. 

Of  these,  the  alkalis,  especially  the  vegetable  salts  of  potas- 
sium or  lithium,  are  the  most   useful     Cokhicum  is  most 
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eflfective  in  the  acute  paroxysms,  although  small  doses  with 
alkalis  may  be  of  benefit  in  the  interval,  Guaiac  prob- 
ably ranks  next  in  efficacy  to  the  alkalis.  The  prolonged 
use  of  arsenic  in  small  doses  seems  to  be  of  some  value, 
lodids  are  sometimes  of  service  in  relieving  the  concomi- 
tants and  sequels  of  gout,  but  have  little,  if  any,  effect  upon 
the  disease  itself  Salicylates  relieve  pain,  but  are  distinctly 
inferior  to  colchicum. 

Chronic  affections  of  the  joints  are  best  treated  by  gentle 
massage,  friction,  and  warm  sulphur  baths. 


RHEUMATOID  ARTHRITIS. 
lArtbritis  Deformans;  Eheumatic  0out.) 

Definition. — A  chronic  aflfection  of  the  joints,  character- 
ized by  destruction  of  the  cartilages,  new  osseous  forma- 
tions, immobility,  and  deformity'. 

Etiology. — It  develops  most  frequently  in  the  third  and 
fourth  decades.  Women  arc  much  more  often  attacked 
than  men.  Heredity,  prolonged  mental  strain,  and  enfee- 
blement  of  health  from  bad  hygienic  environme:it,  poor 
food,  or  prolonged  lactation  are  predisposing  factors. 

Pathology. — The  origin  of  rheumatoid  arthritis  is  ob- 
scure. Some  regard  it  as  a  trophoneurosis,  allied  to  the 
arthropathies  met  with  in  certain  diseases  of  the  spinal  cord. 
Others  believe  it  to  be  infectious. 

The  cells  of  the  cartilages  and  of  the  synovial  membrane 
proliferate  and  lead  to  villous  or  nodular  outgrowth,  which 
may  subsequently  be  transformed  into  osteophytes,  The 
central  portions  of  the  cartilages  ultimately  wear  away  and 
leave  the  bones  exposed.  The  heads  of  the  bones  become 
smooth,  hard,  and  shiny.  The  periarticular  tissues  are  also 
thickened.  The  deformity  leads  to  stiflTness  and  ankylosis. 
Subluxations  are  common.  The  surrounding  muscles  arc 
generally  atrophied.     All  joints  are  liable  to  be  affected. 

Symptoms. — It  may  be  either  acute  or  chronic,  the 
latter  being  the  more  common  form.  In  the  acuU  form 
several  joints  are  simultaneously  involved ;  they  become 
swollen,  painful,  and  tender,  but  rarely  reddened.     There  is 
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moderate  fever.  The  symptoms  soon  subside,  to  reappear, 
however,  at  frequent  intervals. 

In  Xhc  ihroHU  form  the  iiands,  particularly  the  metacar- 
pophalanjjeal  joints,  are  usually  first  aftV-cted ;  then  the 
wrists,  knees,  toes,  jaws,  and  spine.  Symmetric  joints  are 
usually  attacked.  The  symptoms  are  swelling,  pain,  immo- 
bilit)',  and  deformity.  The  joints  are  stiff  and  creak  when 
moved;  later  complete  ankylosis  develops.  The  muscles 
waste,  and  contractures  increase  the  deformity. 

In  advanced  cases  the  fingers  are  bent  backward,  often 
locked,  and  turned  toward  the  ulnar  side;  the  thighs  are 
drawn  up ;  the  legs  are  adducted  and  flexed.  The  patient 
may  be  a  helpless  invalid  for  many  years. 

Heberdcns  Nodes. — These  are  small  nodules  that  develop 
gradually  on  the  sides  of  the  distal  phalanges,  especially  of 
the  fingers.  At  times  they  may  be  slightly  painful  and 
tender.  They  are  usually  seen  in  middle-aged  women. 
They  are  usually  regarded  as  an  expression  of  rheumatoid 
arthritis, 

Diagnosis* — The  diflferential  diagnosis  between  rheu- 
matoid arthritis  and  gout  has  already  been  considered  (see 
p.  348). 

OhroEic  Elieimiati3iii,~This  usually  involves  fewer  joints; 
it  attacks  especially  the  larger  joints ;  it  verv'  rarely  involves 
the  spinal  or  temporomaxillary  joints;  it  does  not  cause  en- 
largement of  the  ends  of  the  bones ;  ft  shows  greater  ten- 
dency to  involve  the  heart ;  and  it  is  less  steadily  progres- 
sive. 

ProgtlOSis.^Unfavorable,  Sometimes  the  disease  is 
local  and  remains  in  one  joint  (monoarticular  form).  Gen- 
erally, however,  several  joints  are  affected,  and  while  judi- 
cious and  persistent  treatment  may  retard  the  progress  of 
the  disease,  a  cure  is  rarely  attainable. 

Treatment. — Hygienic  treatment  is  most  important. 
Tonics,  especially  iron,  arsenic,  and  cod-liver  oil,  are  gen- 
erally required.  Salicylates  are  sometimes  of  service  in 
acute  exacerbations.  Miissage  is  valuable  in  preser\'ing  the 
mobility  of  the  joints  and  in  maintaining  the  nutrition  of  the 
muscles. 
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RICKETS- 

(Rachitis.) 

Defioition. — A  constitutional  disease  of  early  childhood, 
characterized  chiefly  by  defective  nutrition  of  the  osseous 
structures. 

Etiology. —  Rickets  is  rarely  congenital ;  it  usually  de- 
velops between  the  first  and  second  years.  Poverty,  arti- 
ficial feeding,  and  bad  hygienic  conditions  are  the  predis- 
posing^ causes. 

Pathology. — The  most  marked  changes  are  observed 
in  the  long  bunes  and  ribs.  The  cartilaginous  lamina  be- 
tween the  epiphysis  and  the  sliaft  are  considerably  thick- 
ened, and  are  spongy  and  irregular  in  outline;  microscopic 
exaniinaliun  reveals  an  excessive  proliferation  of  the  carti- 
lage cells,  with  scanty  calcification.  The  periosteum  is 
thickened  and  highly  vascular,  and  when  stripped  off,  soft, 
porous  bone  is  exposed.  The  bones  are  soft,  being  ex- 
tremely deficient  in  lime-salts ;  when  ossification  finally  re- 
sults, the  bones  become  heavy,  large,  and  irregular  in  out- 
line;  these  changes  correspond  to  the  clinical  phenomena — 
bow-legs,  knock-knees,  spinal  curvature,  pigeon -breast,  and 
square  cranium. 

The  Hver  and  spleen  are  often  considerably  enlarged. 

Symptoms. — The  early  symptoms  are:  Restlessness 
and  slight  fever  at  night ;  U^^  perspiration  about  the  head  ; 
diffuse  soreness  and  tenderness  of  the  body ;  pallor  ;  slight 
diarrhea ;  enlargement  of  the  liver  and  spleen  ;  delayed  den- 
tition, and  the  eruption  of  badly  formed  teeth, 

Skclt-tal  Phenomena. — The  head  is  large  and  more  or  less 
square  in  outline ;  careful  palpation  may  detect  soft  areas. 
The  sides  of  the  thorax  are  flattened  ;  the  sternum  is  promi- 
nent; nodules  can  be  felt  at  the  sternal  ends  of  the  ribs — 
"  rachitic  rosary";  there  may  be  a  distinct  transverse  groove 
at  the  level  of  tlie  ensiform  cartilage  ;  the  spinal  column  is 
frequently  curved  anteroposteriorly  or  laterally ;  the  long 
bones  are  curved  and  prominent  at  their  extremities. 

Complications. — ^These  include :  Green-stick  fractures, 
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convulsions,  laryngjismus  stridulus,  paresis  of  the  extremi- 
ties, and  acute  pultnonary  disease. 

Treatment. — Tlic  «^cjieral  nutrition  must  be  improved 
by  placing  the  child  under  the  best  hygienic  conditiuns. 
When  hand-feeding  becomes  necessary,  fresh  cow's  milk, 
properly  modified  to  suit  the  age  of  the  infant,  egg-albumen, 
and  fresh  meat-juice  should  be  recommended.  Cod-liver 
oil  is  a  v^aluable  nutrient  tonic.  Syrup  of  the  iodid  of  iron 
(3  to  20  drops  thrice  daily)  is  indicated  when  there  is 
anemia. 

It-    old  morrhu.t.' (Jiss 

niei  sassafras 

PuJveris  acacioe 

Fuiveris  ^acchari      .....     AA  q.  s. 

Syr  dpi  ferri  iodldi (5^H^ 

Arjuas q.  s.  ad  f^iij. — M. 

Sit;. — A  leaspoonful  to  a  dessertspoonful  afler  incaJs. 

Phosphorus  (5  to  15  minims  of  the  oflFicial  eli.xir  thrice 
daily)  is  regarded  as  being  especially  efficacious  by  many 
authorities.     It  may  be  added  to  the  cod-hver  oil. 


DIABETES. 
(Diabetes  MeUitua.) 

Definition. — A  nutritional  disease,  charactenzcd  by  the 
p<.'rsistcnt  presence  of  sugar  in  the  urine,  polyuria,  and  loss 
of  flesh  and  strength, 

Etiology. — The  disease  occurs  most  frequently  between 
the  ages  of  thirty  and  sixty.  It  is  much  more  common  in 
males  than  in  females.  Hebrews  appear  to  be  especially 
prone  to  it  Heredity,  overeating,  sedentary  habits,  and 
prolonged  mental  anxiety  are  predisposing  factors. 

Pathology.— The  condition  which  is  really  responsible 
for  diabetes  is  still  undetermined.  Puncture  of  the  floor  of 
the  fourth  ventricle  will  produce  glycosuria,  but  the  cases 
are  rare  in  which  lesions  of  this  region  have  been  found 
after  deatli. 

In  a  large  number   of  cases  macroscopic  or  microscopic 
lesions  arc  found  in    the  pancreas.     It  has  been    shown, 
S3 
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however,  by  Opic  and  others,  that  diabetes  is  absent  in  pan- 
creatic disease  unless  the  lesions  are  such  as  destroy  the 
islands  of  I^iigerhans.  Cirrhotic  and  degenerative  changes 
are  frequently  found  in  the  hver.  The  kidneys  are  com- 
monly the  seat  of  hyperemia  and  catarrhal  inflammation. 

According  to  Lepine  and  others,  the  disease  is  due  to  the 
accumulation  of  glucose  in  the  blood,  owing  to  the  absence 
of  a  sugar-splitting  ferment  (glycolytic  ferment)  which  the 
pancreas  normally  manufactures.  In  the  present  state  of 
our  knowledge,  however,  pancreatic  disease  cannot  be 
assumed  in  all  cases.  It  may  be  that  the  hyperglycemia  in 
some  instances  results  from  a  failure  of  the  liver  (owing  to 
actual  disease  or  to  functional  disturbances  induced  by 
influences  emanating  from  the  central  nervous  system)  to 
store  up  «>r  to  retain  the  carbohydrates. 

Symptoms.— 6^W«i?n'  Phcnomemt. — The  urine  is  in- 
creased in  quantity,  the  amount  varying  from  three  or  four 
pints  to  as  many  quarts ;  its  color  is  pale ;  its  specific  grav- 
ity usually  ranges  from  1030  to  1050;  it  has  a  sweetish 
taste  and  an  aromatic  odur  In  summer  it  attracts  flies  and 
rapidly  ferments.  It  may  leave  a  whitish  residue  on  the 
clothes.  The  percentage  of  glucose  varies  from  0.5  per 
cent  to  10  per  cent. 

General  Phenomena, — There  is  loss  of  flesh  and  strength  ; 
the  temperature  is  normal  or  subnormal ;  the  appetite  is 
often  inordinate,  and  the  thirst  unquenchable  ;  the  tongue 
is  often  fissured  and  beefy  red;  the  bowels  are  usually  con- 
stipated. The  muscles  are  sometimes  the  seat  of  painful 
cramps. 

Cutaneous  Phenomena. — ^The  skin  is  harsh  and  dry,  and 
frequently  the  seat  of  intense  itching.  Pruritus  is  especially 
obser\'ed  at  the  genitalia,  and  this  may  be  the  first  subjec- 
tive symptom, 

Nert'ous  Phenomena. — These  are  :  Headache^  depression 
of  spirits,  diminished  or  lost  patellar  reflexes,  impaired  sex* 
ual  power,  dimness  of  vision,  and  neuralgia. 

The  duration  varies  from  a  few  weeks  in  the  acute  form 
to  many  years  in  tJie  chronic  form. 


4 


I 
4 


DIABETES. 


355 


^ 


Complieatiotis. — These  include  :  Pulmonary  tubercu- 
losis; pneumonia;  gangrene  of  the  Umg;  defective  vision 
frojn  soft  cataract,  retinitis,  or  atrophy  of  the  optic  nerve ; 
cutaneous  lesions,  as  boils,  eczema,  carbuncles,  and  gan- 
grene; nephritis;  neuritis,  and  diabetic  coma,  or  aceto- 
nemia. 

This  last  condition  is  characterized  by  epigastric  pain, 
dyspnea,  a  fruity  odor  of  the  breath,  headache,  delirium, 
.stupor,  and  coma.  It  is  believed  to  be  due  to  the  presence 
in  the  blood  of /^-oxybutyric  acid. 

Diagrnosis. — Care  must  be  taken  to  distinguish  simple 
glycosuria  from  diabetes.  The  former  is  recognized  by  being 
transient,  and  unassociated  with  the  constitutiona!  symptoms 
of  diabetes. 

Pruritus  and  apparently  causeless  loss  of  flesh  and  strength 
should   lead  to  a  suspicion  of  diabetes. 

Prognosis, — The  younger  the  patient,  the  stronger  the 
hereditary  tendencj%  the  larger  the  amount  of  sugar  ex- 
creted, the  less  the  glycosuria  can  be  controlled  by  diet 
alone,  the  graver  the  prognosis.  On  the  other  hand,  v^^hen 
it  occurs  after  middle  life  in  association  with  a  gouty  diathe- 
sis, and  the  glycosuria  is  not  pronounced,  the  prognosis 
for  a  long  duration  is  comparatively  favorable.  Absolute 
cure  is  rarely  attainable. 

Treatment. — Dietetic  Treatment, — ^Sugars  and  starches 
must  be  restricted.  Since  the  patient  s  appetite  is  often  in- 
ordinate, it  is  necessary  also  to  regulate  the  quantity  and 
character  of  the  foods  that  are  recognized  as  admissible. 
The  following  foods  may  be  included  in  the  dietary : 

Ammal  Foods. — ^Meats  of  various  kinds  (except  liver), 
game,  light  broths  and  soups,  fish,  and  eggs. 

Vegetables,— Q^\gt\\  lettuce,  cauliflower,  tomatoes,  mush- 
rooms, string-beans,  young  onions,  ohVes,  water-cress,  and 
spinach. 

Bn^erages. — Buttermilk,  skim  milk,  sour  wines  (Rhine 
wines),  carbonated  waters,  and  coflTee  and  tea  without  sugar. 

Relishes,— ^uts  of  all  kinds  (except  chestnuts),  cream 
cheese,  and  pickles. 

Bread. — Bread  made  of  gluten,  bran  flour,  or  almond 
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flour.  It  should  be  borne  in  mind  that  all  the  gluten  flours 
are  rich  in  starch. 

Fruits. — Cranberries,  sour  cherries^  Hnies»  lemons,  and  red 
currants. 

SubstituUs  for  Sugar, — Saccharin  and  glyccrin. 

Tbe  following  foods  should  be  a\x»ided:  Li\'er,  oysters, 
wheat  bread,  biscuits,  pastr>%  potatoes*  beets,  carrots,  peas, 
turnips,  parsnips,  sweet  fruits,  rice,  barley,  tapioca,  corn- 
starch, corn-meal,  chocolate,  cocoa,  sj-rups,  prcser\'es,  and 
most  liquors. 

HygUnk  TreaimtnL — Fresh  air  and  systematic  exercise 
are  of  great  value.  The  patient  must  be  warned,  however, 
against  overexertion.  Flannel  should  be  worn  next  to  the  skin, 
and  all  undue  exposure  avoided.  Hydrotherapy  is  decidedly 
efficacious.  Diabetics  who  still  possess  a  fair  measure  of 
health  frequently  derive  much  benefit  from  a  visit  to  certain 
mineral  springs,  such  as  Ncuenahr,  Homburg,  Carlsbad,  and 
Vichy. 

Medicinal  Treatments — Tonics.  like  arsenic,  strychnin,  and 
cod-liver  oil,  are  often  indicated  Opium  is  generally  the 
most  reliable  special  remedy;  it  should  be  given  in  small 
doses  gradually  increased  until  the  patient  takes  5  or  6 
grains  daily.  Codein  (\  grain  increased  to  6  grains  a  day) 
is  sometimes  preferable  to  opium.  Salicylic  compounds  rank 
next  in  efficacy  to  opium.  From  40  to  60  grains  of  am- 
monium or  strontium  salicylate  may  be  given  in  twenty-four 
hours. 

R.    Strontn  salicylati^ J^iv-iPJ 

Liquoris  potasfiii  anenitifi       .    .    ,    ,    .  ^ 

Glycerini ,    .      f\) 

Aqu«  ciRnanaomi    .....     q.  «.  id  fji«^. — ^M. 

Sro. — DcAscrlspoiinfuJ  thrice  dAtly. 

Alkaline  carbonates  and  alkaline  mineral  waters  have  long 
enjoyed  a  reputation.  Bromids  are  u.seful  in  subduing  ner* 
vous  symptoms.  Amonj^  remedies  that  occasionally  succeed 
may  be  mentioned  Clemens's  solution  of  arsenic  bromid 
{\  to  5  minims);  antipyrin  (S  to  lo  grains  thrice  daily);  and 
jambuL 
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Diabetic  coma  is  always  fatal,  but  inhalations  of  oxygen 
or  the  subciitaneous  injection  of  large  quantities  of  normal 
saline  solution  at  intervals  may  give  a  few  hours'  respite,  in 
which  consciousness  returns, 
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DIABETES  INSIPIDUS. 

Definition, — A  chronic  condition,  characterized  by  the 
excretion  of  large  quantities  of  pale,  Hmpid  urine  of  low 
specific  gravity  and  free  from  albumin  and  sugar. 

The  condition  must  be  distinguished  from  the  polyuria 
obserxed  in  chronic  interstitial  nephritis  and  in  some  cases 
of  hysteria. 

Etiologiy. — It  is  most  common  between  the  ages  of 
twenty  and  thirty.  More  males  are  affected  than  females. 
Heredit>'  is  an  important  etiologic  factor.  It  is  sometimes 
associated  with  lesions  in  tiie  neighborhood  of  the  medulla 
or  floor  of  the  fourth  ventricle*  such  as  tumors,  hemor- 
rhages, and  especially  syphilitic  basilar  meningitis.  In  a 
few  cases  it  appears  to  have  foUowed  intense  emotional  ex- 
citement. 

Pathology,— Little  is  known  of  the  pathoIog>^  The 
kidneys  are  frequently  enlarged  and  congested,  and  the 
ureters  dilated. 

The  thcoiy  which  is  generally  accepted  as  accounting  for 
the  polyuria  is  that  it  is  due  to  a  vasomotor  paresis  of  the 
renal  ves«;els.  which  permits  a  free  transudation  of  liquid. 

Symptoms. — The  disease  may  begin  insidiously  or  ab- 
ruptly;  the  latter  is  the  rule.  The  urine:  The  quantity  is 
increased,  often  as  much  as  eight  or  ten  quarts  being  ex- 
creted in  the  twenty-four  hours  ;  it  is  pale,  and  resembles 
water;  it  has  a  specific  gravity' of  1003  to  TOO5.  The  tola! 
amount  of  solids  is  not  diiminished.  Albumin  and  sugar  are 
generally  absent,  though  there  may  be  a  trace  of  the  latter. 

The  most  important  general  symptoms  are  extreme  thirst ; 
dryness  of  the  skin  ;  constipation  ;  mental  apathy ;  and  ex- 
aggeration of  the  knee-jerks.  In  many  cases  there  is  neither 
weakness  nor  emaciation.     Complications  are  rare. 

Diagnosis. — The  high  specific  gravity  of  the  urine  and 
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the  presence  of  su^ar  will  sei*ve  to  distinguish  diabetes  meT- 
litus  from  diabetes  insipidus. 

Interstitial  nephritis  may  be  recognized  by  the  presence  of 
tube-casts  in  the  urine,  the  albuminuria,  and  cardiovascular 
signs. 

Prognosis.— The  duration  of  the  disease  is  very  indefi* 
nite.  Not  infrequently  si>ontaneous  cure  occurs.  Unless 
the  result  of  a  serious  nervous  lesion,  it  rarcl)'  terminates 
fatally. 

Treatment. — ^No  benefit  is  derived  from  restricting  the 
quantity  of  water  desired.  Acidulated  drinks.  like  lemonade, 
aid  in  assuaging  thirst*  Many  remedies  have  been  recom- 
mended ;  those  possessing  the  most  extended  reputation  arc 
opium  (4  to  8  grains  a  day),  valerian  {\  to  1  fluidounce  of 
ammoniated  tincture  daily),  ergot  {\  to  I  dram  of  the  extract 
daily),  antipyrin  (lo  grains  thrice  daily),  and  gallic  acid 
(1  dram  a  day).  Galvanism— one  pole  applied  to  the  neck 
and  the  other  to  the  loins— has  been  recommended.  Tonics 
—cod- liver  oil.  iron,  and  strychnin— arc  sometimes  required. 
In  syphilitic  cases  good  results  not  infrequently  follow  the 
use  of  antiluetic  remedies. 

SCURVY, 

(Scorbutus.) 

Definition. — ^A  disease  characterized .  by  marked  weak- 
ness, anemia,  hemorrhages  from  the  mucous  membranes  and 
into  the  skin,  and  a  tendenc>^  to  a  spong>'  state  of  the  gums. 

Etiology. — The  chief  predisposing  causes  of  scurvy  in 
adults  are  unhygienic  surroundings  and  a  dietary  de6dent 
in  fresh  vegetables, 

S3miptoms. — These  include  anemia  with  great  weakness 
and  lassitude ;  spongy,  bleeding  gums  with  fetor  of  the 
breath  and  loosening  of  the  teeth  ,  subcutaneous  ecchymoses 
and  hemorrhages  from  the  mucous  membranes  ;  and  brawny 
induration  of  the  muscles  in  various  parts  of  the  body  from 
a  sanguineous  transudation. 

An  infantile  form  of  scurvy  {Barioivs  disfase)  sometimes 
follows  the  prolonged  use  of  condensed  milk,  sterilized  mtlk» 
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or  proprietary  foods.  The  characteristic  symptoms  are : 
Pallor,  tenderness  or  pain  in  the  legs  or  back  on  handling, 
slight  swellinij,  especially  about  the  diaphyses,  immobility  of 
the  legs  (pseudoparalysis),  ecchynioses,  and  hematuria. 
The  gums  are  usually  affected  when  there  are  teeth,  but 
very  rarely  when  there  are  no  teeth. 

Prognosis. — Favorable  in  its  earlier  stages. 

Treatment. — The  diet  should  include  fresh  vegetables — 
pf:»tatoes,  lettuce,  cabbage,  and  onions — with  several  ounces 
of  lemon-juice  daily.  Iron  is  of  service.  The  mouth  should 
be  cleansed  at  frequent  intervals  with  some  antiseptic  wash. 

In  infantile  scur\y  good  results  follow  the  use  of  fresh 
milkj  beef'juice,  and  orange-juice. 
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HEMOPHILIA. 
(Bleeder's  Disease ;  Hemorrliagic  BiatheBis.) 

Definition. — A  hereditary  disease,  characterized  by  a 
tendency  to  bleed  excessively  from  slight  wounds  or  even 
spontaneously. 

Etiology. — The  chief  cause  is  heredit\^  It  is  more  com- 
mon in  males,  but  it  is  generally  transmitted  by  females,  even 
by  those  w  ho  are  not  themselves  afflicted. 

Pathology. ^T he  exact  cause  of  the  hemorrhages  is  un- 
known. In  a  few  instances  the  w^alls  of  the  vessels  have 
been  found  unnaturally  thin  and  degenerated. 

Symptoms. — The  chief  symptom  is  free  and  persistent 
bleeding  after  trivial  injur>^  Spontaneous  hemorrhages  from 
mucous  membranes  of  the  nose,  stomach,  bowel,  etc.,  and 
subcutaneous  extravasations  are  also  quite  common.  The 
only  other  symptom  is  a  peculiar  inflammation  of  the 
joints,  resembling  rheumatism. 

Prognosis. — Unfavorable.  Grandidier  states  that  one- 
half  die  before  the  eighth  }'ear,  and  less  than  one-eighth 
survive  their  twenty-first.  In  some  instances  the  tendency 
is  outgrown. 

Treatment. ^ — This  is  chiefly  protective  and  palliative. 
Bleeding  will  call  for  rest,  tfie  application  of  cold  compresses 
and  of  styptics,  and  the  administration  of  internal   hemo- 
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Btadcs.     The  drugs  most  worthy  of  confidence  arc  gelatin^ 
caldum  cMorid,  and  thyroid  extract. 


PURPURA  HAEMORRHAGICA. 

(Marbiis  Maculosus  Werlhofii.) 

Definition. — A  disease  arising  without  obvious  cause, 
and  characterized  by  extravasation  of  blood  into  the  sub- 
cutaneous tissues  and  bleeding  from  the  mucous  membranes. 

Etiology*— The  cause  is  unknown.  An  infectious  origin 
is  not  unlikely.  The  disease  occurs  most  frequently  in  young 
adults,  especially  in  debilitated  ^irls. 

Symptoms,— The  onset  may  be  marked  by  moderate 
fever  {102°  to  103°  F.).  headache,  malaise,  and  pain  in  the 
limbs  ;  but  these  symptoms  may  be  absent^  and  the  disease 
ushered  in  with  a  copious  puqiuric  eruption,  followed  by 
bleeding  from  the  mucous  membranes.  Anemia  and  its 
associated  phenomena  develop  in  severe  cases. 

J>iagttOSis. — ScTirvy  is  to  be  distinguished  by  a  history' 
of  dietetic  errors;  by  the  spongy  state  of  the  gums;  and  by 
the  brawny  induration  of  the  muscles.  Hemophilia  may  be 
recognized  by  the  family  history  and  the  tendency  to 
arthritis. 

Prognosis. — This  depends  on  the  severity.  Mild  cases 
recover  in  from  one  to  two  weeks ;  severe  ^.ses  may  prove 
fatal  in  a  few  days  from  exhaustion  or  from  hemorrhage  into 
the  brain.     Relapses  are  not  uncommon. 

Treatment.— The  patient  should  be  put  to  bed  and 
placed  upon  a  nourishin*^^  diet.  Among  the  many  remedies 
advocated  ergot,  turpentine,  tincture  of  ferric  chlorid,  calcium 
chlorid,  and  gelatin  enjoy  the  most  favor. 
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DISTURBANCES  OF  MOTION. 

These  consist,  fnr  the  must  part,  of  loss  of  power  or 
paralysis,  and  nianifestadons  of  motor  excitation,  sucli  as 
convulsions,  choreiform  movements,  and  tremors. 

Paralysis. — The  paralysis  maybe  irregularly  distributed, 
or  it  may  involve  a  single  member,  when  it  is  termed  mono- 
pUgia  ;  a  lateral  half  of  the  body^  wlicn  it  is  termed  hetni- 
plegia ;  or  the  body  from  the  waist  down,  when  it  is  termed 
paraplvgia. 

Irregular  paralysis  may  result  from  : 

1.  Disseminated  lesions  in  the  motor  areas  of  the  brain, 
which  are  commonly  syphilitic. 

2.  Lesions  in  the  basal  ganglia, — pons,  cnira  cerebri, 
medulla, — when  it  is  often  associated  with  headache,  vom- 
iting, vertigo,  and  optic  neuritis. 

3.  Acute  poliomyelitis.  This  develops  abruptly  ;  it  occurs 
in  young  children  ;  and  it  is  followed  by  rapid  improvement 
in  some  muscles  and  permanent  atrophy  and  paralysis  in 
others. 

4.  Chronic  poliomyelitis.  This  develops  in  middle  life ; 
begins  in  the  small  muscles  of  the  nand  ;  is  associated  with 
atrophy,  and  progresses  very  slowly. 

5.  Muscular  dystrophies.  These  commonly  develop 
during  childhood  ;  involve  the  muscles  of  the  calves,  trunk, 
face,  or  shoulder-girdle;  arc  associated  with  progressive 
atrophy;  and  arc  generally  traceable  to  heredity. 

6«  Multiple  neuritis.  This  is  recognized  by  the  history, 
pain,  disturbances  of  sensation,  and  tenderness  over  the 
nerv^e-trunks, 
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7.  Syringomyelia.  This  is  rare,  develops  during  ado- 
lescence, and  is  recognized  by  lateral  spinal  curvature, 
fibrillary  tremors,  atrophy  of  the  affected  muscles,  various 
trophic  disturbances,  and  a  loss  of  thermic  and  painful  sen- 
sations, while  tactile  sensation  is  retained. 

Monoplegia  may  result  from : 

1.  A  focal  lesion  in  the  cortical  area  of  the  brain.  This 
may  be  recognized  by  the  history,  the  absence  of  wasting, 
of  sensory  disturbances,  and  of  the  reactions  of  degenera- 
tion. 

2.  A  lesion  of  the  peripheral  nerve,  from  traumatism,  neu- 
ritis, or  the  pressure  of  a  tumor.  Brachial  monoplegia  fre- 
quently results  from  the  pressure  of  the  head  on  the  arm 
during  sleep.  Monoplegia  of  peripheral  origin  is  recognized 
by  the  histor)%  the  wasting,  the  sensory  disturbances,  and 
the  presence  of  reactions  of  degeneration. 

3.  Hysteria.  This  may  be  recognized  by  the  history,  sex, 
and  temperament ;  the  paroxysmal  character  of  the  paraly- 
sis ;  the  disturbances  of  sensation  ;  and  contractures  without 
atrophy  or  electric  disturbances. 

Facial  monoplegia  may  result  from  a  small  lesion  in  the 
facial  center  of  the  cortex  or  in  the  medulla;  or  from  in- 
volvement of  the  nen^e  in  the  canal  of  the  temporal  bone ; 
or  after  its  exit  from  the  stylomastoid  foramen. 

Facial  dif>lt'gia  (double  facial  paralysis)  generally  results 
from  a  lesion  at  the  base  of  the  brain. 

Hemiplegia  may  result  from : 

1.  A  diffuse  lesion  of  the  motor  cortex.  The  paralysis  is 
on  the  opposite  side  of  the  body  and  is  unassociated  with 
anesthesia- 

2.  A  lesion  of  the  internal  capsule  or  the  adjacent  ganglia 
(corpus  striatum  and  optic  thalamus).  This  is  the  most 
common  seat  of  hemorrhage  ;  tlie  paralysis  is  on  the  oppo- 
site side  of  the  body  and  is  rarely  associated  with  anesthesia. 

3.  A  lesion  of  the  cru:>  cerebri.  This  frequently  produces 
hemiplegia  and  hemianesthesia  on  the  opposite  side,  and 
paralysis  of  the  oculomotor  nerve  on  the  side  of  the  lesion, 
indicated  by  dilated  pupil,  strabismus,  and  ptosis. 
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4.  A  lesion  of  the  pons.  This  frequently  produces  hemi- 
plegia and  hemianesthesia  on  the  opposite  side,  and  facial 
paralysis  on  the  side  of  the  lesion. 

5.  A  unilateral  lesion  high  in  the  cord  (very  rare).  This 
produces  a  spastic  paralysis  on  the  side  affected,  and  hemianes- 
thesia on  the  opposite  side  ("  Brown-Sequard's  paralysis  "). 

6.  Hysteria.  This  may  be  recognizetl  by  tlie  history,  sex, 
and  temperament ;  by  being  frequentl}-  jKiroxysmal ;  by  its 
association  with  sensoiy  disturbances;  by  the  absence  of 
wasting  and  of  abnormal  electric  reactions  ;  and  by  the 
escape  of  the  facial  muscles. 

Paraplegia  may  result  from  : 

1.  Hemorrhage  into  the  cord  at  the  dorsal  region.  The 
paralysis  develops  abruptly,  and  is  associated  with  complete 
anesthesia  and  involvement  of  the  bladder  and  rectum. 

2.  Hemorrhage  into  the  membranes  of  the  cord.  The 
paralysis  develops  rapidly,  but  more  slowly  than  the  preced- 
ing; is  associated  with  intense  tearing  pains  and  incomplete 
anesthesia. 

3.  Some  forms  of  multiple  neuritis.  This  may  be  recog- 
nized by  the  pains,  the  disturbances  of  sensation^  the  tender- 
ness over  the  nerve-trunks,  and  the  absence  of  "  girdle  pain  " 
and  sphincter  involvement. 

4.  Fracture  of  the  vertebrae. 

5.  Acute  myelitis.  The  paralysis  develops  in  the  course 
of  a  few  days,  and  is  associated  with  anesthesia,  bed-sores, 
involvement  of  the  bladder  and  rectum,  loss  of  reflexes, and 
wasting  of  the  muscles. 

6.  Landry's  disease  (acute  ascending  paralysis).  This  de- 
velops in  the  course  of  a  few  days,  and  is  un associated  with 
anesthesia,  wasting  of  the  muscles,  bed-sores,  or  .sphincter 
involvement. 

7.  Chronic  myelitis.  This  develeps  over  several  years, 
and  is  associated  with  numbness  and  tingling,  increased 
reflexes,  involvement  of  the  bladder  and  rectum,  and  ane.s- 
thesia. 

8.  Compression  of  the  cord  from  morbid  growths,  aneu- 
rysm, or  spinal  caries.      This  may  be  recognized  by  the  his- 
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tory,  the  symptoms  of  the  primary  disease,  the  anesthesS" 
or  hyperesthesia,  and  the  intense  pains  radiating  along  the 
hne  of  the  spinal  ner^'es. 

9.  Lateral  sclerosis.  This  develops  slowly  and  is  asso- 
ciated with  a  spastic  condition  of  the  muscles  and  with  in- 
creased reflexes,  and  lacks  sensor)^  disturbances. 

10,  Injury  of  the  brain  in  delivery  (spastic  paraplegia  of 
ini^mts).  The  symptoiiis  resemble  lateral  sclerosis,  and  arc 
often  associated  with  imbecility  or  idiocy. 

11,  Hysteria.  This  may  be  recognized  by  the  history^ 
sex,  and  temperament ;  by  being  frequently  paroxysmal ; 
and  by  the  absence  of  wasting  and  of  abnormal  electric  re- 
actions. 

12.  Caisson  disease  (divers' paralysis).  The  history  will 
establish  the  diagnosis. 

Convulsions. — A  cotivulsion  is  a  condition  \n  which 
there  are  excessive  muscular  contractions,  continued  or  in- 
termittent, dependent  upon  an  involuntary  discharge  of 
motor  impulses  from  the  nerve-centers. 

Intermittent  contractions  are  termed  clonic;  contijiued 
contractions,  tonic. 

Convulsions  may  be  general  or  local.  The  term  spasm  is 
sometimes  applied  to  the  latter. 

Varieties  of  ConvulsioEs. — Three  varieties  are  frequently 
made:  (i)  Epileptiform;  (2)  tetanic;  (3)  hysterical. 

Epileptiform  Convulsions, — In  this  form  there  is  uncon- 
sciousness, and  the  movements  arc  for  the  most  part  clonic. 
Epileptiform  convulsions  may  result  from: 

1.  Idiopathic  epilepsy.  This  condition  usually  develops 
before  the  age  of  twent>'-five.  and  the  convulsions  are  gen- 
eral and  are  unassociated  with  any  definite  cause. 

2.  Organic  brain  disease.  In  this  condition  there  may  he 
a  history  of  syphilis  or  of  injuiy ;  the  convulsions  may  be 
local,  or  begin  as  such  and  become  general ;  and  there  may 
be  concomitant  symptoms  of  cerebral  disease. 

3.  Toxic  agents  in  the  blood.  Alcoholism,  the  infectious 
fevers,  and  uremia  are  frequently  associated  with  convulsions. 

4.  Reflex  irritation.     Such  convulsions  are  usually  ob- 
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served  in  young  children,  and  result  from  gastric  irritation, 
an  adherent  prepuct:,  intestinal  parasites,  or  teething. 

5.  Cerebral  anemia.  Such  convulsions  are  sometimes 
seen  after  profuse  hemorrhage,  in  fatty  heart,  and  in  poison- 
ing from  cardiac  paralyzants  like  aconite  and  veratrum 
viride. 

Eciafnpsia. — This  term  is  applied  to  a  sudden  attack  of 
convulsions,  the  result  of  a  temporary  cause,  such  as  the 
convulsions  of  childhood  resulting  from  reflex  irritation,  and 
the  convulsions  of  pregnancy  resulting  from  toxic  materials 
retained  in  the  blond. 

Tefanic  Couvitisions. — In  this  form  the  discharges  emanate 
from  the  spinal  cord,  and  are  not  associated  with  a  loss  of 
consciousness.     Tetanic  convulsions  may  result  from  : 

1.  Tetanus.  This  may  be  recognized  by  the  history  of  a 
wound,  the  tonic  character  of  the  convulsions^  the  early  in- 
volvement  of  the  jaw.  and  the  absence  of  fever- 

2.  Spinal  meningitis.  This  may  be  recognized  by  the 
exquisite  pain  in  the  back.  Kernig's  sign,  disturbances  of 
sensation,  fever,  and  late  involvement  of  the  jaw. 

3.  Strychnin-poisoning.  This  may  be  recognized  by  the 
history,  the  intermittent  character  of  the  convulsions,  the 
absence  of  fever,  and  the  escape  of  the  muscles  of  the  jaw 
until  very  late. 

4.  Tetany.  In  this  condition  the  extremities  are  chiefly 
involved;  the  convulsions  are  intermittent,  and  can  be  pn>- 
duced  by  pressure  on  the  nerves  and  arteries  of  the  affected 
limbs. 

Hysteric  Convulsions. — ^These  are  manifestations  of 
hysteria,  and  in  them  consciousness  is  only  partially  or 
apparently  lost.  They  are  not  preceded  by  an  aura^  but 
sometimes  by^  a  sensation  as  of  a  ball  in  the  throat — the  "  glo- 
bus hystericus"  ;  the  eyes  are  partially  closed;  conscious- 
ness  is  not  actually  lost ;  the  face  is  often  expressive  of 
some  emotion  j  the  tongue  is  not  bitten  ;  the  movements 
are  usually  tonic,  and  if  clonic,  appear  purposive  j  and  the 
paroxysm  is  of  long  duration. 

Local  Convulsions  or  Spasms. — Spasm  of  the  face  may  re- 
sult from — (ij  A  cortical  lesion  in  the  inferior  portion  of  the 


366 


DISEASES  OF  THE  NE/i VOL'S  SYSTEM. 


ascending  frontal  convolution  ;  (2)  from  tic  commlsif — a  con- 
dition occurring  in  young  children  affecting  the  facial  and 
neighboring  muscles,  and  associated  vvitli  mimicry,  a  ten- 
dency to  repeat  vulgar  phrases,  and  various  mental  disturb- 
ances; (3)  from  habit  (habit  chorea);  and  sometimes  from 
(4)  tic  douitmreux — neuralgia  of  the  fifth  nerve. 

Temporary  spasms  of  inie  arm  or  one  leg  are  usually  mani- 
festations of  Jacksoniaa  epilepsy  (focal  epilepsy),  but  they 
sometimes  result  from  hysteria. 

Spasm  of  the  hand  dezutoping  when  the  member  is  put  to 
use  may  result  from  writers'  cramp.  Thomsen's  disease,  or 
hysteria. 

Spasm  of  the  cetincal  musc/es  (wry-neck,  torticollis)  may 
result  from  congenital  shortening  of  the  sternomastoid, 
myalgia,  hysteria,  caries  of  the  vertebrae,  or  the  irritation  of 
enlarged  cervical  glands. 

Spasms  of  the  larynx^  esophagus,  and  diaphragm  (hiccup) 
have  already  been  discussed. 

Saltatory  Spasm. — This  term  is  employed  to  designate  a 
condition  alhcd  to  hysteria,  in  which  a  violent  spasm  seizes 
the  muscles  of  the  leg  as  soon  as  the  feet  touch  the  ground, 
and  as  a  result  the  patient  is  thrown  violently  into  the  air. 

S&laam  Convulsions. — These  consist  of  violent  paroxysmal 
bobbing  movements  of  the  head  or  trunk,  and  may  be  asso- 
ciated with  hysteria,  chorea,  or,  rarely,  organic  brain  disease. 

Choreiform  Movements. — These  are  coarse,  jerky, 
irregular,  involuntar^'^  movements  which  more  or  less  simu- 
late purposive  movements.     They  may  result  from  : 

1.  Acute  chorea  (St.  Vitus*s  dance).  This  disease  is  seen 
in  children  ;  is  usually*  mild  ;  runs  a  course  of  several  weeks  ; 
and  is  prone  to  be  followed  by  endocarditis. 

2.  Chorea  insaniens.  A  grave  disease  occurring  in  adults, 
especially  pregnant  women,  and  characterized  by  violent 
movements,  delirium,  and  fever. 

3.  Huntingdon's  chorea  (chronic  chorea).  An  affection 
occurring  in  adult  hfe,  generally  hereditary,  and  character- 
ized by  irregular  movements,  disturbance  of  speech,  and  in- 
creasing dementia. 

4-  Organic   brain   disease.    Choreiform   movements  aw 


I>/STLr/tBA/<rCES   OF  MOTION. 


367 


I 

I 


frequently  observed  in  cerebral  palsies  of  children ;  they  may 
also  develop  on  one  side  of  tlic  body  before  an  attack  of 
apoplexy  (prehemiplegic  chorea),  or  in  the  paralyzed  mem- 
bers after  the  hemorrhage  (posthemiplegic  chorea). 

5.  Peripheral  irritation.  Choreiform  movements  some- 
times develop  in  pregnancy,  and  are  occasionally  noted  in 
stumps  after  amputation, 

6.  Habit.  Children  frequently  acquire,  through  constant 
repetition  or  mimicry,  choreiform  movements  which  may 
last  indefinitely. 

7.  Hysteria.  The  marked  rh>^hmic  character  of  the 
movements  and  the  history  will  aid  in  the  recognition  of 
hysteric  chorea. 

8.  Disseminated  cerebrospinal  sclerosis.  This  disease 
usually  induces  tremors,  but  not  uncommonly  tlie  move- 
ments are  choreiform.  The  increased  reflexes,  the  nystag- 
mus, the  loss  of  power,  the  spastic  gait,  and  the  impairment 
of  intellect  will  aid  in  its  recognition. 

9-  Paramyoclonus  multiplex,  A  \QVf  rare  disease,  of 
unknown  origin,  characterized  by  violent  clonic  spasms  of 
the  muscles  of  the  trunk  and  upper  part  of  the  limbs.  The 
spasms  are  bilateral  and  rarely,  if  c\'er,  involve  the  forcarnw, 
hands,  legs,  or  feet  They  occur  only  at  interval!*  and  cin 
usually  be  brought  on  by  irritation  of  the  skin  or  tendon*,  or 
by  excitement 

Athetosis.^ — This  term  was  employed  by  Hammond  to 
designate  certain  movemcfits  occurring  chiefly  in  th'  *  t-   • 
and  feet,  and  characterized  b>*  *low  twiMinjj,  inlir 
separation,  and  extension  of  th*  "  md  toe*,     h 

is  frequently  observed  in  the  .  ptkltt  rrf  . 

and  it  occasionally  occtin  in  aduiu  m  s  rmwlt  iA  \»^wm  in 
the  basal  ganglia, 

TremofB* — A  tjnemor  b  a  fine  y^^ftAufy  n%mm\m^  ili#f 
to  the  alternate  conlniclkm  anil  r  *  ^       • 

muscles.    Treqjon  are  nbtcrvvil  m 

1.  They  may  exist  from  HtXh  N»v<if«r»MlM(  wHit  <»lh## 
symptomi. 

2,  Thc>'  may  depend  tn^m  a 
ssrstem.  bdng  UtM^miAf  i^ 
neurasdieaia,  and  in  thi  t^r. 
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3.  They  may  be  toxic,  resulting  from  alcoholism  or  mer- 
curial poisnniiijT. 

4.  They  may  be  due  to  old  age. 

5.  Tliey  are  frequently  a  s\'mptom  of  organic  disease  of 
the  brain  and  cord  ;  as  such,  they  are  met  with  in  paretic 
dementia,  and  especially  in  disseminated  sclerosis, 

6.  They  may  be  the  chief  symptom  in  paralysis  agitans. 

7.  They  ma\'  be  hysterical. 

The  Gait.^ — The  Ataxic  Gait. — In  locomotor  ataxia  the 
patient  raises  the  foot  high,  tlirows  it  forward,  and  brings  it 
down  suddenly,  so  that  the  whole  sole  comes  in  contact  with 
the  floor  at  once. 

Spastic  Qait. — In  spastic  paraplegia  the  movements  are 
stiff,  the  knees  come  together,  the  leg  drags  behind,  and  the 
toe  catches  the  ground. 

Festination.— This  term  is  applied  to  the  gait  of  advanced 
paralysis  agitans ;  in  walking,  the  body  inclines  more  and 
more  forward,  and  tlie  steps  grow^  faster  and  faster  until  the 
jjatient  falls,  straiglxtens  himself  by  a  supreme  effort,  or  finds 
support  in  some  neighboring  object 

Steppage  Gait. — In  chronic  multiple  neuritis  the  patient 
raises  the  foot  high,  turns  the  toe  up,  and  brings  the  heel 
down  first. 

The  Gait  of  Pseudomnscular  HypertTOphy.^The  feet  are 
wide  apart,  the  belly  protrudes,  and  the  movements  are 
clumsy  and  waddling. 

Titubation, — This  term  is  applied  to  the  peculiar  gait  ob- 
served m  lesions  of  the  cerebellum,  It  resembles  the  gait 
of  locomotor  ataxia,  but  is  much  more  staggering,  the  body 
swaying  like  that  of  a  person  intoxicated.  With  the  ataxia 
there  is  a  marked  vertigo,  which  usually  disappears  when 
the  patient  lies  down. 

The  Reflexes, ^The  Knee-jerk,  or  Patellar  Tendon  Reflex. 
— This  is  obtained  by  tapping  the  quadriceps  tendon  between 
its  insertion  and  the  patella  while  the  leg  is  crossed  over  its 
fellow. 

The  knee-jerk  is  increased  in  the  following  conditions : 

I.  in  brain  lesions  which  abolish  the  inhibitory  influence 
of  the  cerebrum,  as  in  hemiplegia  from  apoplexy,  tumor,  etc. 
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2.  In  compression  or  partial  destruction  of  the  cord  above 
the  lumbar  region,  as  in  Pott's  disease  or  tumor  of  the  cord, 

3.  In  disseminated  cerebrospinal  sclerosis,  lateral  sclerosis, 
and  amyotrophic  lateral  sclerosis. 

4.  In  irritability  of  the  cord,  as  in  mania,  hysteria,  strych- 
nin-poisoning, and  spinal  meningitis. 

The  kmt'jcrk  is  diminished  or  absent  m  the  following  con- 
ditions : 

1.  In  the  various  forms  of  primary  muscular  atrophy. 

2.  In  lesions  of  the  nerves  which  cut  off  the  impulse  from 
the  cord — as  neuritis, 

3.  In  lesions  of  the  posterior  columns  of  the  cord^  as  in 
locomotor  ataxia. 

4*  In  poliomyelitis,  both  acute  and  chronic. 

5.  In  advanced  myelitis,  when  the  cord  is  sufficiently 
injured. 

6.  In  exhati-stion  of  the  sptiuil  centers,  as  after  prolonged 
muscular  exertion. 

7.  In  some  cases  of  complete  division  of  ihe  spinal  cord, 
as  by  fracture  or  luxation  of  the  vertebra;. 

Ankle -clonus, — This  consists  of  vibratory  movements  of 
the  foot,  obtained  by  supporting  the  tcndo  AchilUs  with  one 
hand  while  the  foot  is  strongh'  flexed  with  the  other.  It  is 
rarely  obtainable  in  health  ;  it  is  marked  in  primary  lateral 
sclerosis  and  cerebral  hemiplegia,  and  is  occasionally  pres- 
ent in  hysteria. 

Arm-jerk. — This  is  obtained  by  striking  the  biceps  tendon 
at  the  elbow,  or  the  triceps  tendon  above  the  olecrant>n. 

Jaw-jerk. — This  is  obtained  by  tapping  the  jaw  while  the 
mouth  is  partially  open. 

Babinski's  Reflex. — This  consists  in  extension  uf  the  great 
toe  instead  of  flexion  when  the  sole  of  the  foot  is  tickled. 
It  is  often  normally  present  in  infants.  In  adults  it  is  sug- 
gestive of  some  disturbance  of  the  pyramidal  tracts — menin- 
gitis, tumor,  hemorrhage,  amyotrophic  lateral  sclerosis,  etc. 

Kemlg's  Sign.— This  consists  in  an  inability  to  straighten 
the  leg  complelel)*  when  the  patient  is  in  the  recumbent  ]>os- 
ture  and  the  thigh  is  flexed  at  a  right  angle  with  the  pelvis. 
It  is  of  value  in  the  diagnosis  of  meningitis. 
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Th©  Cutaneous  or  Superficial  Reflexes, — ^Thcsc  are  muscular 
contractions  resulting  from  irritation  of  the  sensory  ncn,*( 
of  the  skin.  Their  nature  is  imperfectly  understood.  As 
they  are  inconstant  in  health  they  arc  much  less  serviceable 
for  diagnosis  than  the  deep  reflexes.  Cutaneous  reflexes 
are  frequently  lost  in  those  diseases  in  which  the  tendon  re- 
flexes are  exaggerated.  The  important  reflexes  of  this  type 
are  the  following : 

Abdomirftil  Rvflex. — Tickling  or  shaking  the  skin  of  the 
abdomen  causes  contraction  of  the  muscles  on  the  side 
stimulated. 

Crinuutcric  j^*;^«vr.— Stroking  the  inner  side  of  the  thigh 
causes  retraction  of  the  testicle. 

Plantar  Reflex, — Tickling  the  sole  of  the  foot  causes  sud- 
den plantar  flexion  of  the  toes. 

Giutcai  Reflex. — Irritation  of  the  skin  about  the  buttock 
causes  contraction  of  the  gluteal  muscles. 


DISTURBANCES  OF  SENSATION. 

These  consist  chiefly  in  a  loss  of  sensation — auesthf'. 
increased  sensation — hyperesthesia  ;  certain  abnormal  sensa- 
tions— paresthesia  :  and  subjective  painful  sensations — neu- 
rai^ias. 

Anesthesia.— Ordinary  cutaneous  sensibility  may  be 
tested  by  the  prick  of  a  pin»  by  a  pinch,  or  by  the  faradic 
current 

Anesthesia  results  from  interruption  of  the  sensory  tract 
in  the  nerves,  as  by  neuritis;  from  interruption  of  the  sensory 
tract  in  the  cord  or  brain ;  from  organic  disease  of  the  sensor)' 
area  of  the  brain ;  from  the  action  of  toxic  substances  on 
the  nerves  or  centers  ;  from  certain  functional  conditions  like 
hysteria ;  and  from  reflex  irritation. 

Hetuianestliesia. — A  loss  of  sensation  in  a  lateral  half  of 
the  body.     It  may  result  from  : 

I.  Hysteria.  This  is  often  unassociated  with  paralysis  of 
motion,  and  may  be  recognized  by  the  histor>\  sex,  and 
temperament  of  the  patient;  by  the  paroxysmal  character 
of  the  anesthesia ;  and  by  exclusion  of  other  causes. 
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2.  A  unilateral  lesion  high  in  the  cord.  This  is  very  rare, 
and  may  be  recoyjnized  by  being  associated  with  Hemiplegia 
on  the  opposite  side. 

3.  A  lesion  of  the  medulla  (very  rare).  The  hemianes- 
thesia is  usually  associated  with  hemiplegia,  paralysis  of  the 
cranial  nerves,  difficult  swallowing,  and  cardiac  and  respira- 
tory  disturbances. 

4.  A  lesion  in  the  pons.  The  hemianesthesia  is  often 
associated  with  hemiplegia  on  the  same  side  and  facial  palsy 
on  the  opposite  side. 

5.  A  lesion  in  the  cms  or  peduncle.  The  hemianesthesia 
is  often  associated  with  hemiplegia  on  the  same  side  and 
paralysis  of  the  oculomotor  nerve  on  the  opposite  side. 

6.  A  lesion  of  the  posterior  limb  of  the  internal  capsule 
or  of  the  optic  thalamus  pressing  on  the  capsule. 

7.  A  lesion  of  the  cortex  immediately  back  of  the  fissure 
of  Rolando  (posterior  central  convolution). 

Monanesthesia. — A  loss  of  sensation  in  one  member.  It 
may  result  from  hysteria,  from  a  focal  lesion  of  the  sensory 
area  of  the  cortex,  or  from  a  lesion  of  the  nerves  supplying 
the  member, 

Paranestliesia. — A  loss  of  sensation  in  all  parts  below 
the  waist.  It  may  result  from  hysteria,  organic  diseases  of 
the  cord,  neuritis  of  the  lower  extremities,  or  reflex  irri* 
tation. 

Thermo-anestliesia. — Insensibilit>'  to  heat  or  cold  occur- 
ring as  an  indepeiulent  condition.  It  is  sometimes  obsei"ved 
in  hysteria  and  syringomyelia. 

Analgesia, — Insensibility  to  pain.  It  is  sometimes  ob- 
ser\'ed  in  hysteria  and  in  certain  organic  diseases  of  the 
.spinal  cord,  especially  syringomyelia. 

Astereognosis. — A  loss  of  the  power  of  recognizing  ob- 
jects by  touch  or  a  failure  of  tactile  memory.  It  is  a  symp- 
tom of  disease  in  the  sensor}'  area  of  the  cortex  (middle  third 
of  the  posterior  central  convolution  and  adjacent  part  of  the 
inferior  parietal  lobule). 

Retardation  of  Sensations, — This  is  frequently  observed  in 
all  forms  of  anesthesia,  but  especially  in  the  anesthesia  of 
locomotor  ataxia. 
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The  Sense  of  Space.^The  distance  at  which  two 
points  of  contact  can  be  recognized  as  two  points.  Nor- 
mally the  distance  varies  in  different  parts  and  in  different 
individuals. 

On  the  cheek  it  is  1 1-15  rtiillirneters. 

On  the  forehead,  22  niillimeters. 

Oji  the  forearm,  40  millimeters. 

On  the  chest,  45  millimeters. 

On  the  thigh  and  upper  arm,  68  millimeters. 

On  the  leg.  40  millimeters. 

On  the  palm  of  the  hand,  8-12  millimeters. 

On  the  back  of  the  hand,  31  millimeters, 
*  H3rperesthesia  is  increased  insensibility  to  external- im- 
pressions. 

It  is  commonly  observed  in  hysteria,  especially  in  con- 
nection with  the  joints,  breasts,  genitalia,  and  spine*  It  is 
also  observed  in  neurasthenia  and  in  beginning  inflamma- 
tinn  of  the  nerves  and  of  the  cerebrospinal  meninges. 

Paresthesia, — This  term  is  used  to  mdicate  certain  dis- 
agreeable subjective  phenomena,  such  as  numbness,  tinghng, 
itching,  creeping,  prickling,  etc. 

Paresthesia  is  observed  in  many  conditions,  as  hysteria, 
spinal  sclerosis,  neurasthenia,  and  injury  or  inflammation  of 
the  nerves.  It  is  frequently  observed  in  elderly  persons 
with  arteriosclerosis. 

Girdle  Sensation. — The  sense  of  having  a  girdle  or  tight 
band  around  the  trunk.  It  is  frequently  observed  in  spinal 
sclerosis. 

Netiralgla, — This  consists  of  paroxysms  of  severe  pain 
radiating  along  the  line  of  the  nerx^e-trunks.  The  pain  is 
relieved  by  pressure,  but  there  are  tender  spots  \  points 
douloureux)  where  the  nerve  makes  its  exit  from  bony  canals 
or  muscular  coverings. 

Lightning-pains, — This  term  is  applied  to  the  sharp  lanci- 
nating pains  observed  in  locomotor  ataxia.  They  usually 
occur  in  the  extremities,  and  may  be  mistaken  for  rheuma- 
tism. 

Causedgia. — This  term  has  been  applied  by  S,  Weir 
Mitchell  to  an  intensely  burning  sensation  generally  observed 
in  *'  glossy  skin." 
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Pressure  Sense, — By  this  sense  the  amount  of  pressure 
exerted  on  a  given  part  of  the  body  i&  determined.  It  may 
be  tested  by  placintr  upon  the  palms  or  fingers  objects  of 
the  same  bulk  but  of  different  wei«^dit,  the  hands  being 
supported  upon  a  table. 

Muscular  Sense.— This  is  the  sense  by  which  weight, 
muscular  effort,  and  position  are  determined.  It  is  often 
defective  in  hysteria,  locomotor  ataxia,  and  in  many  forms 
of  paralysis. 


DISTURBANCES  OF  NUTRITION. 

These  consist  in  atrophy  of  the  muscles,  changes  in  elec- 
tr©muscular  contractility^  tissue  metamorphoses,  and  in  cer- 
tain abnormalities  of  the  appendages. 

Muscnlar  Atrophy. — Atrophy  or  wasting  of  the  muscles 
results  from : 

1.  Inactivity.  Cerebral  palsies  may  thus  be  associated 
with  very  gradual  wasting. 

2.  Lesions  of  the  cells  in  the  anterior  gray  horns  of  the 
cord,  as  in  acute  and  chronic  poliomyelitis. 

3.  Lesions  of  the  nerves,  such  as  neuritis  or  traumatism, 

4.  Certain  diseases  of  the  muscles  themselves,  as  the  mus- 
cular dystrophies. 

The  atrophy  that  attends  chronic  affections  of  the  joints 
probably  results  from  neuritis. 

Changes  in  Electromuscular  Contractility.— A 
normal  response  of  the  muscles  to  both  galvanic  and  faradic 
current  usually  occurs  in  hyshTi^  pamiysis  and  in  f^araiysis 
of  certdrai  orii^itt.  An  increased  response  to  both  currents 
without  qualitative  change  intlicates  a  state  of  liypersens- 
itivencss  of  the  spinal  centers  or  peripheral  nerves,  and  may 
be  observed  in  very  recent  cases  of  ncitritic  paralysis  and  in 
tetany.  A  diminished  response  to  both  currents  without 
qualitative  change  is  observed  in  the  muscnlar  dystrophies. 

Reaction  of  Degeneration  (DeR). — This  consists  in  a  quali- 
tative change  in  the  ckctric  reactiun,  a  reversal  of  that  oc- 
curring in  normal  muscle.  It  is  obtained  only  with  the 
galvanic  current  when   the   electrode   is   placed    over  the 
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r/f/sr/t\ — not  its  motor  nerve  or  motor  point, — ^and  occurs 
in  paralyzed  muscles  which  are  in  certain  stages  of  degenera- 
tion owing  to  a  lesion  of  the  ganglion  cells  in  the  anterior 
gray  horns  of  the  cord  or  of  the  prolongations  of  these  cells 
in  the  peripheral  nerves.  Thus  it  is  observed  in  tiatU  and 
i'ltnmic  poliomvi-iitis^  in  tuutc  fttytiitis,  and  in  severe  forms  of 
tufiri/ts.  In  these  diseases  the  affected  muscles  fail  to  re- 
spond to  the  firadic  current,  but  still  respond  to  the  gal- 
vanic current.  The  resj)onses,  however,  instead  of  being 
prompt  and  short,  as  in  Jieakh,  are  sluggish  and  perststenl. 
and,  moreover,  are  reversed  hi  their  sequence.  Thus,  the 
anodal  (posttive  pole)  closing  contrviction  may  equal,  or  at  a 
later  period  exceed,  the  calhod.il  (negative  pole)  closing  con- 
traction, and  the  cathodal  opening  contraction  may  equal 
or  exceed  tlie  anotlal  opening  contraction.  These  reactions 
may  be  expressed  as  follows : 

An  CIC  equals  or  is  greater  than  CaClC.  CaOC  equals 
or  is  greater  than  AnOC. 

Arthropathies. — An  arthropathy  is  a  degenerative  aflec- 
tion  of  the  juints,  characterized  by  marked  swelling  due  to 
effusion,  erosion  of  the  cartilages,  relaxation  and  calcifica- 
tion of  the  ligaments,  and  atrophy  of  the  heads  of  the 
bones.  Arthropathies  are  observed  in  certain  organic  dis- 
eases of  the  spinal  cord,  more  especially  in  locomotor  ataxia 
and  syringomyelia.  Some  regard  the  joint  phenomena  of 
rheumatoid  arthritis  as  belonging  to  this  class. 

Ulceration  Resulting  from  Perverted  Nutrition. ^ — 
Acute  IJeeubiius. — ^This  term  is  applied  to  ulcers  apjxiaring 
in  a  few  hours  or  days,  on  parts  subjected  to  pressure,  after 
the  occurrence  of  a  severe  cerebral  or  spinal  lesion. 

Chronic  Deeul^itus — This  term  is  applied  to  the  ulcers 
which  ultimately  appear  on  parts  subjected  to  pressure  in 
the  course  of  chronic  spinal  affections. 

Perforating  Ulcer  of  the  Foot. — This  term  is  apph'ed  to  an 
undermining  ulcer  of  the  foot  most  commonly  observed  in 
locomotor  ataxia.  It  frequently  |>enetrates  the  deep  struc- 
ttircs  and  involves  the  bones. 

Symmetric  Gangrene  {Raynaud's  Disease), — This  is  a  gan- 
grenous aflection  involving  the  fingers,  toes,  tip  of  the  nose» 
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or  ears.  It  arises  spontaneously,  and  is  probably  due  to  a 
vasomotor  spasm. 

Trophic  Affections  of  the  Skin. — Herpes,  scleroderma, 
vitiligo,  chloasma,  and  the  **  glossy  skin  '*  following  injuries 
of  the  nerve-trunks  are  illustrations  of  this  class  of  trophic 
phenomena. 

TropMc  Affectioafl  of  the  Hair  azkd  Nails. — After  injur>^  of 
the  nerves  and  in  neuritis  the  nails  often  become  dry,  brittle, 
and  cracked.  Under  similar  conditions  there  may  be  a  loss 
of  hair,  an  overgrowth  of  hair,  or  a  change  in  the  color  of 
the  hair. 


DISTURBANCE  OF  CONSOOUSNESS, 

B       Coma. — Coma  is  a  state  of  prolonged  unconsciousness, 

somewhat  resembling  sleep,  from  which  the  patient  cannot 

be  aroused, 
B      Temporary  unconsciousness  due  to  anemia  of  the  brain 
"  is  termed  syncope.     It  may  be  recognized  by  the  extreme 

pallor,  weak  pulse^  and  feeble    heart-sounds.       Coma   may 

result  from  ■ 

1.  Tnjuittansin. — This  can  be  recognized  only  by  the  his- 
tory or  the  local  evidence  of  injur}'. 

2.  Organic  Disease  of  the  BraifL— The  most  common 
cause  under  this  head  is  apoplexy,  which  may  be  recognized 
by  the  htstor>%  the  age,  the  condition  of  the  arteries,  and 
by  evidences  of  paralysis,  such  as  stertorous  breathing,  un- 
natural relaxation  or  rigidity  on  one  side  of  the  body,  con- 
jugate deviation  of  the  eyes,  and  a  higher  temperature  in 
one  axilla. 

3.  Epiii'p&y. — The  coma  of  epilepsy  is  usually  of  short 
duration.  It  may  be  recognized  by  the  histor}\  by  the 
bloody  saliva,  by  the  presence  of  scars  on  the  tongue  from 
previous  attacks,  and  by  the  exclusion  of  other  causes. 

4.  Thcrviic  Fci^cr  {Suusirokc). — The  temperature  of  the 
day  or  of  the  room  in  which  the  patient  is  found,  the  ex- 
tremely high  body-temperature,  and  the  absence  of  other 
causes  will  usually  prevent  an  error  in  diagnosis. 

5.  Ctrtain  Drugs. — ^Under  this  head  come  alcoholism  and 
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opinm-poisomng,  \n  aicohoihm  the  patient  can  generally 
aroused  by  shouting  in  the  car,  there  is  the  odor  on  i 
breathy  and  there  is  an  absence  of  other  causes. 

In  opinm-poisoning  llie  pupils  are  smalt,  the  respirations 
are  slow,  the  temperature  is  norma!  or  subnormal ;  there 
may  be  the  odor  of  laudanum  on  the  breath.  The  diagnosis 
will  be  aided  by  the  exclusion  of  other  causes. 

6.  Uremia. — ^Iii  this  condition  there  is  a  urinous  odor  to 
the  breath  ;  the  aortic  second  sound  is  accentuated  ;  the 
urine  is  scanty  and  contains  albumin  ;  the  temperature  may 
be  above  or  below  normal ;  the  pupils  are  usually  small  and 
equal,  and  there  is  no  evidence  of  other  cause. 

7.  The  Iftft'ctious  Fevers, — The  history  is  sufficient  to 
make  the  diagnosis.  Pernicious  malarial  fever  may  produce 
sudden  coma,  and  in  this  condition  the  examination  of  the 
blood  affords  conclusive  evidence. 

8.  Hysteria. — The  history,  age,  and  sex  of  the  patient  and 
the  absence  of  other  cause  will  suggest  the  condition. 

9.  AecUynemia. — Diabetic  coma  may  be  recognized  by  the 
history,  the  sweetish  odor  of  the  breathy  the  glycosuria,  and 
the  subnormal  temjicrature. 

Trance. — In  this  condition  the  patient  lies  for  several 
days  apparently  dead,  the  pulse  and  respiration  being  im- 
perceptible.    It  is  usually  a  manifestation  of  hysteria. 

Somnambulism. — This  is  a  dream-like  state  in  which 
the  patient  performs  automatically  various  feats,  such  as 
walking,  singing,  writing,  etc.  Mild  forms,  such  as  talking 
and  walking  in  sleep,  may  occur  in  health.  More  marked 
manifestations  occur  in  hysteria  and  in  hypnotism. 

Ecstasy*— This  is  a  condition  of  apparent  insensibility  in 
which  the  mind  is  wholly  absorbed  with  a  fancy  or  delusion. 
It  occurs  in  the  hysteric.  The  dancing  mania  of  the  middle 
ages  is  a  good  illustration  of  it. 

Catalepsy* — This  is  a  state  of  motor  inertia,  the  hmbs 
tending  to  remain  for  long  periods  in  any  position  in  which 
they  are  placed.  During  the  attacks  the  patient  is  appar- 
ently insensible  to  external  impressions.  It  occurs  in 
hysteria,  hypnosis,  certain  psychoses  (melancholia  attonita), 
and  rarely  in  organic  brain  disease. 


OISTUHBANCES  OF  THE  SPECIAL  SENSES, 
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The  Eye.  —  Myosis.  —  Contmctinn  of  the  pupil  occufi^ 
in  many  conditions,  notably  in   locomotor   ataxia,  parotic 
dementia^  sonie  cases  of  disseminated  sclerosis,  meningitis, 
cerebral  tumor,  old  age,  uremia,  and  opiimi-p(»isoning. 

Mydriasis. — Dilatation  of  the  pupil  is  also  ubserx'ed  in 
many  conditions,  notably  \x\  atrophy  of  tlie  optic  nerve, 
paralysis  of  the  third  nerve,  collapse,  severe  pain,  epileptic 
seizures,  hysteric  attacks,  belladonna^poisoning,  and  m  some 
cases  of  locomotor  ataxia  and  paretic  dementia. 

fttequalily  of  the  Ptipiis, — This  may  occur  in  health,  in 
ocular  defects,  in  organic  brain  disease,  in  paretic  dementia, 
in  locomotor  ataxia,  tn  aneur\^sni  pressing;  on  the  cervical 
sympathetic,  and  in  unilateral  paralysis  of  the  oculomotor 
nerve. 

Argyll' Robertson  Pupil. — This  is  one  that  fails  to  respond 
to  light,  but  still  accommodates  for  distance.  It  is  noted 
especially  in  locomotor  ataxia  and  paretic  dementia. 

Conjus^att'  Dc7'iatiof{  of  the  Eyes. — This  term  is  applied  to 
the  forcible  deflection  of  the  eyes  to  one  side,  tlie  visual  axis 
still  remaining  parallel.  It  is  a  common  symptom  in  gross 
lesions,  such  as  hemorrhage  or  tumor,  of  the  motor  centers 
or  their  tracts  in  the  brain.  When  the  lesion  is  cerebral  and 
destructive  the  eyes  are  turned  away  from  the  palsied  side 
(toward  the  lesion)  and  when  the  lesion  is  cerebral  and  irri- 
tative the  eyes  are  turned  toward  the  convulsed  side  (av*ay 
from  the  lesion).  In  pontine  lesions  the  deviations  are  ex- 
actly reversed. 

Nystagmus  {Tremor  of  the  Eyeball).— \\  may  be  congeni- 
tal, associated  with  certain  ocular  troubles,  or  due  to  disease 
of  basal  ganglia.  It  is  especially  frequent  in  disseminated 
sclerosis  and  Friedreich's  ataxia* 

Optic  Neuritis  or  Papillitis. — An  inflammator>^  affection  of 
the  intra-ocular  end  of  the  optic  nerve.  The  term  "  choked 
disk  '•  is  used  to  designate  the  condition  when  it  is  accom- 
panied with  marked  swelling.  Its  chief  causes  arc :  Tumor 
of  the  brain,  cerebral  meningitis,  syphilis,  toxic  agents  (lead 
and  alcohol),  infectious  fevers,  anemia,  and  Bright's  disease. 
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Atrophy  of  the  Optk  Nen^c. — hs  a  primary  affection  it 
most  commonly  obsen^ed  in  locomotor  ataxia  and  paretic 
dementia.  Secondary'  atrophy  results  from  pressure  of 
tumors,  aneurysms,  etc.,  on  the  optic  chiasm.  Consecutive 
atrophy  is  a  sequel  of  optic  neuritis. 

Tlie  Car. — Tinnitus  Aurium  {Noises  in  the  Ear). — TTiis 
is  observed  in  cerebral  hyperemia  and  anemia,  in  diseases  of 
the  ear,  in  Meniere's  disease,  and  after  the  use  of  certatit 
drugs,  like  quinin  and  salicylic  acid, 

Hyperacusis  of  Hearings— 'Xhxs  is  sometimes  observed  in 
hysteria,  in  facial  paralysis,  and  in  cerebral  hyperemia. 

Deafness  generally  depends  upon  disease  of  the  ear  itself. 


PSYCHIC  DISTURBANCES- 


Delusion* — A  delusion  is  a  faulty  belief  concerning  a 
subject  capable  of  physical  demonstration,  out  of  which  the 
person  cannot  be  reasoned  by  adequate  methods  for  the  time 
being  (Wood). 

A  systematized  delusion  \s  one  which  the  patient  endeavors 
to  defend  by  a  process  of  reasoning  more  or  less  logical. 
Systematized  delusions  are  especially  observed  in  mono- 
mania. 

An  unsystematised  delusion  is  one  which  the  patient  makes 
no  attempt  to  justify ;  he  asserts  his  belief  without  reason. 
The  majority  of  delusions  are  unsystematized,  and  as  such 
arc  observed  in  most  forms  of  insanity. 

A  fixed  delusion  is  one  which  the  patient  retains  for  a  con- 
siderable length  of  time ;  it  is  frequently  systematized. 
Fixed  delusions  arc  observed  in  monomania,  paretic  de- 
mentia, hysteric  insanity,  and  sometimes  in  melancholia. 

An  expansrie  delusion  or  a  delusion  of  grandeur  is  one 
wliich  exalts  its  possessor.  The  patient  conceives  that  he 
is  some  noted  personage,  that  he  is  worth  millions  of  dollars, 
or  that  he  is  capable  of  performing  certain  marvelous  feats. 
Expansive  delusions  are  frequently  observed  in  paretic  de- 
mentia, mania,  and  hysteric  insanity. 

A  hypoehondriaeal  delusion  is  one  which  depresses  its 
possessor.     The  patient  believes  that  he  has  committed  the 
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unpartjonablc  sin,  that  he  is  bein<^  pcrsccutrJ.  ur  that  he  is 
the  victim  of  some  dread  disease.  Hypochondriacal  delusions 
are  frequently  observed  in  melancholia,  alcoholic  insanity,  and 
in  some  cases  of  monomania  ind  paretic  dementia. 

niusion. — An  illusion  is  a  perverted  perception.  Thus 
in  delirium  tremens  the  patient  may  transform  every  piece 
of  fiirnitKrc  into  a  demon  or  reptile. 

Hallucination. — A  hallucination  is  a  false  perception, 
entirely  isubjectivc,  and  not  based  upon  any  knowledge  de- 
rived from  without.  An  irldiv^dllal  who  hears  voices  and 
sees  objects  when  none  exist  is  the  subject  of  hallucinations. 

Imperative  Conception, — A  conception  that  the  per- 
son knows  to  be  false,  but  that,  nevertheless,  dominates  his 
thoughts  and  often  directs  his  actions.  When  he  fails  to 
recognize  the  faLsity  of  his  conception,  it  becomes  a  delusion. 

A  morbid  impulse  is  an  irresistible  desire  to  commit  an 
act  which  the  patient  knows  to  be  wrong.  It  is  usually  the 
result  of  an  imperative  conception. 

Kleptomania  is  a  morbid  desire  to  steal.  Pyromania  is  a 
morbid  desire  to  set  fire  to  buildings. 

Delirium. — Delirium  is  a  mental  state  characterized  by 
a  rajiid  flight  of  ideas  that  are  inctihercut  and  often  unintel- 
ligible.    It  may  result  from  : 

AiHtc  Dt'iintnN{Btii's  Afania). — ^A  disease  arising  without 
obvious  cause,  and  characterized  by  an  abrupt  onset,  active 
delirium,  a  constant  repetition  of  certain  phrases  or  acts, 
moderate  fever,  often  a  bullous  eruption,  and  exhaustion.  It 
generally  ends  fatally  in  the  course  of  a  few  weeks. 

Ma  ma. — In  this  affection  the  onset  is  not  abrupt.  Symp- 
toms  of  impaired  health  and  mental  depression,  covering  a 
period  of  several  weeks  or  months,  generally  precede  the 
outbreak  of  the  delirium, 

//rA'/trhj^^The  history,  age,  sex,  temperament,  and  the 
intermittent  character  of  the  delirium  will  aid  in  the  diag- 
nosis. 

Ont  of  the  Jnfi'ctiofts  Fevers. — Pneumonia  and  typhoid 
fever  are  especially  liable  to  be  associated  with  delirium. 
The  physical  signs  in  the  ft">rmer  and  the  abdominal  symp- 
toms in  the  latter  will  usually  indicate  the  diagnosis. 
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Ureiida. — The  urinous  odor  of  tlie  breath,  the  hi^^h  arteri: 
tension,  the  accentuation  of  the  second  aortic  sounds  and 
presence  of  albumin  and   casts  in   the    urine  will   suggest 
uremia. 

Alcoholism. — The  history,  the  appearance  of  the  patient, 
the  marked  tremors,  and  frequently  terrifying  hallucinations 
will  indicate  alcoholism. 

Inanition. — A  form  of  delirium  occasionally  arises  in  the 
course  of  exhaustinpj  diseases.  It  is  associated  with  pallor, 
feeble  pulse,  and  cold  extremities.  It  is  generally  of  short 
duration,  and  may  be  recognized  by  the  circumstances  under 
which  it  develops. 


DISEASES   OF  THE   BRAIN,  CORD,   NERVES, 
AND  MUSCLES. 


AOJTE  CEREBRAL  LEPTOMENINGrnS. 

Definition. — An  acute  inflammation  of  the  pia  mater 
and  araclinnid. 

Etiology. — ^(i)  It  may  be  a  primary  affection  excited  by 
the  Diplococcus  intracellularis  (sporadic  cerebrospinal  fever) 
or  by  the  pneumococcus.  (2)  It  may  be  tuberculous,  tuber- 
cle  bacilli  from  a  primary*  focus  of  disease  elsewhere  in  the 
body   reaching   the    meninges   through    the    blood-vessels, 

(3)  It  may  follow  injury,  disease  of  the  cranial  bones,  or 
otitis  media  (streptococcus,  staphylococcus,  pneumococcus). 

(4)  It  may  be  a  sequel  of  a  specific  fever — pneumonia, 
typhoid  fever,  diphtheria,  influenza  (pneumococcus,  Bacillus 
t>']>hosus,  Bacillus  diphthericX,  Bacillus  influenzae). 

PatholOCT^.— The  membranes  are  usually  injected, 
cloudy,  and  more  or  less  edematous.  The  subarachnoid 
space  is  distended  with  a  seropurulent  or  purulent  exudate. 
The  substance  of  the  brain  may  also  be  involved.  The  ven- 
tricles arc  often  somewhat  dilated  and  filled  with  cloudy 
lymph.  In  some  the  process  extends  over  the  entire  and 
even  to  the  spinal  cord ;  in  others  it  is  more  or  le^s  local- 
ized to  the  convexity  or  base.     The  tuberculous  form  and 
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that  following  middle-ear  disease  are  usually  basilar.  In 
the  tuberculous  forrn^  which  is  nearly  always  secondary,  an 
infiltration  of  yellowish,  g^clatinoiis  material  is  found  at  the 
base,  especially  about  the  optic  chiasm.  Small  tubercles 
can  usually  be  detected  along  the  blood-vessels  in  the 
Sylvian  fissures.  The  amount  of  fluid  in  the  lateral  ventri- 
cles is  often  considerably  increased  (acute  hydrocephalus). 

Symptoms. — The  onset  may  be  sudden  or  insidious. 
Headache,  severe  and  persistent,  is  rarely  absent.  Vomit- 
ing is  often  a  prominent  symptom,  especially  in  basilar 
meningitis.  It  frerinently  occurs  independently  of  the 
presence  of  food  in  the  stomach.  The  temperature  is  mod- 
erately high  (i02°-iO4"  F.)  and  ver>''  irregular.  The  pulse 
is  generally  slow  (70  to  40  a  minute).  There  arc  obstinate 
constipation  and  retraction  of  the  abdomen.  Irritation  of 
the  brain  is  soon  manifested  by  delirium,  contracti^in  of  the 
pupils,  photophobia,  intolerance  to  sf>ynd,  general  hyper- 
esthesia, muscular  twitchings,  and,  perhaps,  convulsions. 

When  the  exudate  is  sufficient  in  amount  to  exert  marked 
pressure,  paralytic  phenomena  develop.  Palsies,  gross  or 
localized,  take  the  place  of  convulsions  ;  coma  follows  de- 
lirium ;  the  pupils  dilate  and  the  eyes  hjII  up  ;  photophobia 
is  replaced  by  blindness,  and  intolerance  to  sound  by  deaf- 
ness. If  the  finger  be  drawn  across  the  body,  a  bright-red 
line  develops  and  lingers  for  some  minutes  ;  tJiis  is  the  tdcki 
cerebralc  of  Trousseau.  The  pulse  now  becomes  rapid  and 
irregular;  the  respiration  assumes  the  Cheyne-Stokes  type, 
and  the  temperature  falls. 

When  the  process  involves  the  base,  retraction  of  the 
head  w  ith  rigidity  of  the  back  of  the  neck,  optic  neuritis, 
and  paralysis  of  the  cranial  nerves  are  prominent  symptoms. 
The  presence  of  pus,  leukocytes,  and  bactqria  in  fluid  ob- 
tained by  lumbar  puncture  is  an  important  sign  of  menin- 
gitis. 

Biagnosis.— In  tuberculous  meningitis  the  onset  is  usually 
insidious,  symptoms  of  ill  health  preceding  the  outbreak  for 
days  or  weeks;  the  symptoms  of  a  basilar  involvement  are 
marked ;  tuberculous  lesions  may  be  detected  elsewhere  in 
the  body;  tubercles  are  occasionally  seen  on  the  choroid. 


38: 


DISEASES  OF  THE  UERVOUS  SYSTEM 


and  finally  tubercle  bacilli  may  be  detected  in  the  fluid  ob- 
tained by  lumbar  puncture. 

Cterebrospinal  Fever .^ — ^In  tbis  disease  spinal  symptoms — 
opisthotonos,  pain  in  the  back,  and  contractures — are  usually 
marked  ;  there  may  be  a  purpuric  rash  ;  and  the  fluid  ob- 
tained by  lumbar  puncture  may  contain  the  Diplococcus 
intraccllularis, 

Tjrphoid  Fever. — This  may  be  recognized  by  the  rcjjular 
fever,  roseolar  rash,  abdominal  symptoms,  and  the  Widal 
reaction.  The  severe  cerebral  symptoms — delirium,  spasms^ 
and  retraction  of  the  head — now  and  then  obser\'cd  in 
typhoid  fever  are  usually  due  to  cerebral  congestion  or  to 
the  toxemia,  and  only  very  rarely  to  meningitis. 

Prognosis.-— Very  grave.  Recovery  never  occurs  in 
the  tuberculous  form,  and  only  in  very  rare  instances  in  the 
purulent  form.  The  duration  is  from  a  few  days  to  two  or 
three  weeks,  When  recovery  does  occur,  blindness,  paraly- 
sis, or  mental  impairment  is  apt  to  remain  as  a  permanent 
sequel. 

Treatment. — This  should  be  conducted  on  the  same 
lines  as  that  of  cerebrospinal  fever.  The  patient  should  be 
placed  in  a  quiet,  well -ventilated  room.  An  ice-bag  should 
be  applied  to  the  head.  In  the  robust,  wet  cups  or  leeches 
may  be  applied  to  the  neck.  Blisters  are  objectionable. 
The  diet  must  be  liquid.  Constipation  should  be  relieved 
by  enemas.  Restlessness,  headache,  and  convulsions  will 
call  for  bromids,  chloral,  phenacetin,  or  morphin.  Koplik 
has  reported  4  recoveries  in  5  cases  of  meningitis  due  to 
the  meningococcus,  in  which  lumbar  puncture  was  repeated 
at  frequent  intervals.  When  middle-ear  disease  is  the  ex- 
citing factor  and  the  symptoms  can  be  definitely  localized, 
operation  may  be  justifiable. 


CHRONIC  CEREBRAL  LEPTOMENINGmS 

Definition. — A  chronic  inflammation  of  the  pia  mater. 

Etiolog^y.— It  may  result  from  syphilis,  alcoholism,  trau- 
matism, or  sunstroke.  It  may  be  secondary  to  acute  infec- 
tious leptomeningitis.     It  is  an  associated  condition  in  abscess 

and  tumurs  of  the  brain. 
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Symptoms. — Persistent,  dull  headache^  mental  deterio- 
ration, vertigo,  muscular  weakness,  a  low  grade  of  optic 
neuritis,  and  occasionally  nausea,  vomiting,  and  tinnitus. 
Acute  exacerbations  are  not  infrequent,  and  are  character- 
ized by  fever,  severe  headache,  delirium,  convulsions,  and 
stupor. 

Diagnosis. — ^Cerebral  Tumor. — In  tumor  the  symptoms 
are  more  severe  and  of  a  more  focal  character,  and  the  optic 
neuritis  is  of  a  high  grade. 

Uremia,— This  condition  may  be  recognized  by  the  albu- 
minuric retinitis  and  the  presence  of  albumin  and  casts  in 
the  urine. 

Prognosis. -^More  or  less  unfavorable.  A  complete 
cure  is  sometimes  obtained  in  syphilitic  cases  when  specific 
treatment  is  instituted  early. 

Treatment. ^In  syphilitic  meningitis  mercur}^  and  po- 
tassium iodid  should  be  used  freely.  In  other  instances 
courses  of  ergot  and  potassium  bromid  arc  occasionally 
useful.  Applications  of  the  thermocautery  often  give  relief. 
Tonics  and  hypnotics  are  frequently  indicated. 

CHRONIC  CEREBRjUL  PACHYMENINGITIS. 

Definition, — Inflammation  of  the  dura  mater. 

Etiology.— inflammation  of  the  external  layer  may  re- 
sult from  injury,  syphilis,  or  axrius  of  the  bone.  Inflam- 
mation of  the  internal  layer  (hemorrhagic  pachymeningitis) 
is  mo.st  commonly  met  with  in  chronic  insiinities.  Less  fre- 
quently it  follows  trauma  of  the  head  or  sunstroke,  or  oc- 
curs in  chronic  alcoholism,  severe  anemia,  or  chronic  dis- 
ease of  the  blood-vessels. 


HEMORRHAGIC  PACHYMENJNGmS* 
(Hematoma  of  the  Dura  Mater.) 

This  condition  is  characterized  by  the  formation  of  layers 
of  new  delicate  connective  tissue  extraordinarily  rich  in  thin- 
walled  blood-vessels  from  which  the  blood  is  prone  to  es- 
cape, producing  hematomata  f)f  various  sizes. 

Symptoms. — Often  obscure.     In  some  cases  there  are 
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no  manifestations  during  life  When  the  condition  is  mark< 
the  following  phenomena  may  be  obser\'cd  :  Headache, 
ure  of  memory^  impairment  of  intellect,  stupor^  contracted 
pupils,  local  convulsions,  or  palsies.  The  symptoms  may 
alternately  improve  and  grow  worse  for  a  long  period.  In 
grave  cases,  associated  with  extensive  hemorrhagic  efifusion, 
the  symptoms  resemble  apoplexy. 

Diagrnosis, — This  can  rarely  be  made  with  certainty. 

Prognosis.—Unfavorable. 

Treatment* —Grave  cases  should  be  treated  as  apoplexyJ 


CHRONIC  HYDROCEPHALUS. 

(Congenilal  Internal  Hydrocephalus ;  Water  on  the  Brain.) 

Definition. — A  condition  in  which  tlicre  is  an  excessive 

accumulation  of  fluid  in  the  ventricles  of  the  brain. 

Etiology.— The  disease  is  either  con i^enital  or  develops 
in  the  first  few  months  of  extra-uterine  life.  The  ctiolofjy  is 
obscure.  In  some  cases  the  effusion  appears  to  be  the  re- 
sult of  an  inflammatory  condition  of  the  ventricular  epen- 
dyma,  while  in  others  an  occlusion  of  the  communicating 
pa5sages  between  the  ventricles  or  between  the  ventricles 
and  subarachnoid  space  seems  to  be  the  chief  cause. 

Pathology. — The  head  is  large  and  round  ;  the  bones 
are  thin  and  translucent;  the  sutures  and  fontanels  are  en- 
larged, and,  if  life  has  been  prolonged,  are  filled  with 
numerous  Wormian  bones.  The  convolutions  of  the  brain 
are  flattened  and  the  sulci  more  or  less  obliterated.  The 
ventricles  are  greatly  distended  with  a  water)'  fluid  of  low 
specific  gravity,  containing  a  trace  of  albumin.  The  cpen- 
dyma  is  often  thickened  and  roughened.  Malformations  are 
frequently  observed,  and  probably  result  from  tlie  causes 
which  induced  the  effusion. 

Sjrmptoms. — Sometimes  the  disease  develops  before 
birth,  and  the  large  head  interferes  with  the  delivery  of  the 
child.  In  other  cases  nothing  peculiar  is  obserxed  until  the 
child  is  several  months  old,  when  the  swelling  of  the  head 
attracts  the  attention  of  the  parents.  The  head  assumes  a 
globular  shape  ;  the  fontanels  and  sutures  remain  open  ;  the 
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face  becomes  relatively  small ;  the  eyes  protrude  and  are 
directed  downward  from  the  pressure  of  the  fluid  on  the 
supra-orbital  plates  ;  the  scalp  appears  thin  and  stretched; 
the  superficial  veins  are  distended  ;  and  the  hair  becomes 
scant  In  some  cases  the  head  is  so  heavy  that  the  thifi 
neck  can  no  longer  support  it,  and  it  falls  forward  on  the 
breast 

As  a  rule,  the  intelligence  is  considerably  impaired,  but 
exceptional  cases  are  marked  by  precociousness.  Motor 
phenomena  are  frequently  present ;  the  reflexes  are  exag- 
gerated ;  one  or  more  of  the  members  may  be  the  seat  of  a 
spastic  paralysis  ;  and  convulsions  develop  in  many  cases. 

The  duration  varies  in  different  cases.  The  large  majority 
soon  die  of  inanition,  convulsions,  or  some  intercurrent  dis- 
ease to  which  their  reduced  vitality  makes  them  an  easy 
prey  ;  bitt  in  a  few  cases  life  is  prolonged  for  many  years. 

Diagnosis,^ Hy drncephahis  must  not  be  mistaken  for 
rachitic  enlargement  of  the  head.  In  the  latter  the  head  is 
square  instead  of  globular  ;  the  intelligence  is  good  ;  there 
are  no  motor  phenomena  ;  and  bony  enlargements  are  usually 
detected  at  the  ends  of  the  long  bones  and  at  the  junction 
of  the  cartilages  with  the  ribs. 

Prognosis, — Unfavorable.  In  a  few  cases  arrest  of  the 
disease  has  been  spontaneous  or  has  resulted  from  aspiration 
of  the  fluid. 

Treatment. — The  treatment  is  unsatisfactory^  In  the 
majority  of  cases,  beyond  dietetic  and  hygienic  measures  and 
the  occasional  use  of  tonics,  little  can  be  recommended. 
Tapping  of  the  ventricles  or  of  the  subarachnoid  space  in  the 
lumbar  region  (Quincke's  puncture),  with  gradual  compres- 
sion of  the  head  by  tneans  of  broad  strips  of  adhesive  plaster, 
sometimes  affords  temporary  relief 


PARETIC  DEMENTIA. 

(General  Paralysis  of  the  Insane;  General  Paresis;  Ohronic 
Meningo-encephalitis. » 

Definition. — A  chronic    inflammatory   affection   of   the 
cerebral   cortex,  characterized  by  a  change  of  disposition, 
25 
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failure  of  memory,  mental  exaltation,  delusions  of  grandeur.^ 
tremors,  epileptiform  seiiitircs,  and  paralysis. 

Ktiology, — It  occurs  most  frequently  between  the  a|^e«1 
of  thirty  and  fift)-.     It  is  much  more  common  in  men  thaa 
in  women.      The  excitini^   causes   are:    Prolonged  mental. 
strain,  nervous  shock,  syphilis,  alcoholism,  sunstroke,  and 
traumatism.     Of  these,  syphilis  is  by  far  the  most  potent. 

Pathology*^Thc  membranes  are  opaque,  thickened,  and 
at  places  adherent  to  the  brain  substance.  The  cortex  is 
more  or  less  atrophied  and  increased  in  firmness.  Micro-] 
scopic  examination  reveals  a  marked  increase  in  the  neu- 
ralcria,  with  numerous  spider  cells,  thickening  of  the  vessel--' 
walls,  distention  of  the  perivascular  spaces  with  round  cells, 
and  der^eneradon  of  the  gangUon*cells  and  atrophy  <>f  tlie 
nerve-fibers. 

In  some  cases  similar  degenerative  changes  are  obsi-ivcd 
in  the  posterior  and  lateral  columns  of  the  cord. 

SymptOfllS. — The  disease  usually  begins  insidiously 
with  a  change  in  disposition  :  the  industrious  Ixfcome  sloth-, 
ful ;  the  ambitious,  apathetic;  the  chaste,  dissolute;  the^ 
liberal,  parsimonious ;  the  complaisant,  churlish ;  and  the 
truthful,  false.  The  cnerg}'  relaxes,  the  judgment  weakens,] 
and  the  memor)'  fails.  As  the  faculties  become  impaired, i 
a  peculiar  egotism  and  a  mental  exaltation  develop;  the] 
patient  becomes  boastful,  loquacious,  and  easily  provoked] 
to  furious  outbreaks.  The  failure  of  memor>'  is  early  noted 
in  writings  by  the  use  of  wrong  letters  and  the  suppression] 
of  syllables.  At  this  time  motor  phenomena  may  bei 
observed:  the  tongue  trembles  when  it  is  protruded;  the  I 
speech  is  slow,  hesitating,  and  indistinct;  the  pupils  are 
often  unequal ;  and  the  gait  is  somewhat  shuffling. 

The  most  characteristic  psychic  symptom  of  fully  de- 
veloped paretic  dementia  is  the  delusion  of  grandeur:  the 
patient  conceives  that  he  is  some  distinguished  personage, 
that  he  owns  acres  of  land,  or  that  he  is  the  inventor  of 
some  wonderful  machine.  The  mind  is  usually  serene  and 
cheerful,  but  periods  of  profound  depression  are  not  infrc-i 
qucnt.  The  sensibilities  are  blunted,  and  the  animal  nature  I 
emphasized.    Tfie  mind  becomes  more  and  more  involved  ;j 
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there  is  extreme  indifference  to  all  that  transpires ;  the 
appetite  is  voracious,  and  in  eating  the  patient  bolts  his  food 
and  soils  his  clothes.  The  tremor  of  the  tongue  increases, 
and  spreads  to  the  Itps  and  other  parts  of  the  face  ;  the  speech 
is  indistinct  and  *'  scanning  "  ;  the  pupils  fail  to  respond  to 
light,  but  still  acconimodate  for  distance  (Argyll- Robertson 
pupil);  and  the  reflexes  are  generally  increased,  though  they 
may  be  lust.  Seizures  of  an  epileptiform  or  apoplectiform 
character  arc  not  uncommon. 

In  the  final  stage  mental  power  is  almost  obliterated ;  the 
heaith  fails ;  the  bladder  and  rectum  become  un retentive ; 
the  gait  is  more  unsteady;  and  at  last  the  patient  is  unable 
to  leave  his  bed.  Death  usually  results  from  exhaustion 
or  intercurrent  disease. 

Dia^^osis. — The  insidious  change  in  disposition,  failure 
of  memory,  indistinct  speech,  tremors,  Argyll- Robertson 
pupii,  and  delusions  of  grandeur  are  the  diagnostic  features. 

Cerebral  Syphilis. — In  this  disease  the  history,  the  occur- 
rence of  convulsions  and  of  partial  facial  palsies,  the  absence 
of  delusions  of  grandeur,  of  indistinct  speech,  of  tremors, 
anii  the  effect  of  treatment  will  usually  prevent  an  error  in 
diabrnosis. 

Prognosis. — Unfavorable,  The  course  is  not  uniform  : 
occasionally  there  are  remissions,  or  lucid  intervals,  which 
last  for  several  months  or  even  years.  The  average  dura- 
tion is  from  two  to  three  years. 

Treatment, — This  is  chiefly  hygienic  and  dietetic  The 
avoidance  of  mental  and  physical  excitement  is  imperative. 
When  there  is  a  suspicion  of  syphilis,  iodids  and  mercurials 
should  be  given  a  thorough  trial.  As  a  rule,  patients,  must 
be  removed  to  asylums. 


CEREBRAL  PARALYSIS  IN  CHILDREN. 

(Spastic  Paralysis  of  Infants.) 

Definition* — HemipleL^ia,  diplegia,  or  paraplegia  ap- 
pearing at  birth  or  in  the  first  few  years  of  life,  and  usually 
associated  with  atrophy  and  sclerosis  of  the  cerebral  cortex, 
or  porencephalus. 
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Pathology*^ After  death  one  of  the  following:  conditions 
is  found:  l^nencephalus  (cystic  condition  of  the  brain), 
atrophy  and  sclerosis  of  the  convolutions,  meningo-encepha- 
litis,  or  meningeal  heniorrlia^e. 

Symptoms. — ///  the  Ju'mipie^ic  variety  the  onset  is  sud- 
den, and  is  frequently  attended  with  fever,  convulsions,  or 
coma.  After  a  few  iiours  or  days  these  severe  symptoms 
subside,  and  the  child  is  left  paralyzed  on  one  side  of  the  ^| 
body.  In  rare  instances  the  paral3'sis  ultimately  disappears  H 
and  the  child  is  restored  to  health,  but  in  the  large  majority 
of  cases  it  persists  and  is  followed  by  secondary  rigidity. 
Imbecility,  epilepsy,  and  choreiform  or  athctoid  movements 
in  the  aftected  members  are  ver\^  conmion  sequelae. 

The  (lipii-j^^ic  or  pardpiigic  form  [Little's  discau)  usually 
dates  from  biith,  and  is  characterized  by  rigidity  and  loss  of  ^| 
power  in  the  arms  and  legs,  or  in  the  legs  alone.  Chorei-  ^" 
form  or  athetoid  movements  are  frequently  present  Chil- 
dren thus  affected  arc  generally  idiots  or  imbeciles.  Menin-  ^h 
geal  hemorrhage,  induced  by  tedious  labor  or  the  use  of  ihc^f 
forceps,  appears  tri  be  chiefly  responsible  for  this  variety.  ^ 

Treatment, ^-During  the  convulsive  stage  an  ice-bag 
should  be  applied  to  the  head,  and  chloral  or  bromid  admin-, 
istered  by  the  mouth  or  rectum.  The  paralysis  resists  trcat-J 
mcnt;  but  subsequent  rigidity  may  be  lessened  by  massagel 
and  passive  movements,  and  the  deformity  by  mechanical 
appliances.* 
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CEREBRAL  HYPEREMIA. 

(Congestion  of  the  Brainvi 

Etiology.— ,^<7//£*  tongt'StioH  results  from  exposure 
the  sun ;  from  the  use  of  certain  drugs,  like  alcohol  and 
nitroglycerin ;  from  excessive  brain-work ;  or  from  some 
reflex  disturbance,  as  gastric  irritation. 

Chronic  congestion  results  from  some  local  obstruction  to 
the  return  of  blood  from  the  brain,  as  by  a  tumor  in  the 
neck ;    from  obstruction  to  the  general  circulation,  as   m 

*  The  foregoing  dcscripiion  is  based  up.>n  Oslcf's  dftbof^te  inunoyMnh. 
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chronic  heart  and  lung^  disease  ;  from  the  suppre^^sion  of 
some  habitual  discharge,  as  the  menstrual  flaw  at  the  meno- 
pause;  or  from  some  treneral  cause,  such  as  prolonged 
anxiety,  overwork,  excesses,  irreij^ular  hving,  etc. 

Symptoms. — Atutc  Ftfnn. — The  chief  symptoms  are: 
Intense  headache  ;  vertigo  ;  intolerance  to  light  and  sound  ; 
restlessness;  tinnitus  aurium;  and  sleeplessness,  or  sleep 
disturbed  by  horrible  tl reams. 

Chronic  Form, — This  is  characterized  by  vertigo ;  dull 
headache;  failure  of  memory ;  irritab)l!t>' ;  inability  to  con- 
centrate the  thoughts;  and  disturbed  sleep.  The  symptoms 
grow  worse  when  the  recumbent  posture  is  assumed.  Oph- 
thalmoscopic examination  reveals  retinal  hyperemia.  In 
marked  cases  there  may  be  exacerbations  closely  resembling 
apoplexy,  in  which  there  is  unconsciousness,  followed  by 
temporary  paresis. 

Prognosis. — ^Thc  prognosis  depends  on  the  cause;  when 
this  can  be  removed,  the  progno.sis  is  favorable. 

Treatment* — AcmU  CoNgt'Stion, — The  patient  should  be 
placed  in  a  darkened,  well-ventilated  room.  The  head  and 
shoulders  should  be  slightly  elevated.  An  ice-bag  should 
be  applied  to  the  head.  In  some  cases  leeches  or  wet-cups 
may  be  applied  to  the  neck.  Sedatives  like  bromid  of  potas- 
sium and  aconite  sometimes  do  much  good.  Hut  foot-baths 
are  often  scmceable.  If  there  is  constipation,  it  should  be 
relieved  by  a  brisk  saline  purge. 

In  chronic  cases  the  cause  should  be  ascertained,  and,  if 
possible,  removed.  The  habits  of  the  p.itient  must  be  regu- 
lated. The  diet  must  be  light  and  nutritious.  .Constipation 
must  be  relieved  by  diet  or  by  the  occasional  use  of  a  saline 
laxative.  Sedatives  like  bromid  of  potassium  and  aconite 
are  useful.  In  the  apoplectiform  attacks  venesection  is  indi- 
cated. 

CEREBRAL  ANEMIA, 

]^tlology»— General  cerebral  anemia  as  a  chronic  affectian 
may  residt  from  cardiac  disease,  especially  aortic  stenosis. 
It  may  be  associated  with  general  aneniia.  It  may  be  due 
to  atheromatous  obstruction  of  the  arteries. 
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Overwork,  prolonged  emotional  excitement,  irregular 
in^,  and  excesses  are  also  said  to  predispose. 

As  ail  acfih'  cofidttioH  it  exists  in  syncope  and  shock ;  after 
hemorrhage;  after  the  sudden  withdrawal  of  lluid  from  the 
abdominal  cavity ;  and  alter  ligation  of  the  carotid  artery. 

S3rm|Jtoms. — Acute  Form, — Pallor  of  the  face,  vertigo, 
confusion  of  ideas,  ringing  in  the  ears,  dimness  of  vision, 
dilatation  of  the  pupil,  nausea,  and  a  tendency  to  yawn.  In 
extreme  anemia  there  may  be  convulsions  and  coma. 

The  chronic  form  is  characterized  by  vertigo,  headache, 
disturbed  sleep,  intolerance  to  light  and  sound,  irritability 
of  temper,  failure  of  memory,  inability  to  concentrate  the 
attention  on  one  subject,  a  tendency  to  syncope,  and  ex- 
treme lassitude.  The  symptoms  improve  when  the  patient 
lies  down. 

Diagnosis. — Cerebral  anemia  closely  simulates  cerebral 
congestion^  but  in  the  latter  there  is  no  tendency  to  syncope; 
the  symptoms  grow  worse  when  the  patient  lies  down  ;  the 
pupils  are  contracted  instead  of  dilated,  and  the  urine  is  apt 
to  be  decreased 

Prognosis. — Tlie  prognosis  dejjcnds  on  tiie  cause  ;  when 
this  can  be  removed,  the  prognosis  is  favorable. 

Treatraent. — In  acute  cases  diftusible  stimulants  like 
nitroglycerin,  ammonia,  and  alcohol  are  indicated.  In 
chronic  cases  the  cause  should  be  ascertained,  and,  if  j>o*«- 
sible,  removed.  When  it  is  due  to  general  anemia,  iron, 
arsenic,  and  quinin  are  useful  remedies.  When  dependent 
on  valvular  disease,  rest  and  the  use  of  digitalis,  strophanthus^ 
or  strychnia  are  the  remedial  measures. 
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CEREBRAL  HEMORRHAGE 
(Cerebral  Apoplexy.) 

Btiolo^.^The  affection  is  most  commonly  met  with  jn 
persons  over  forty,  in  whom  the  blood-vessels  arc  athero- 
matous, but  it  may  occur  in  childhood  or  infancy.  All  causes 
that  lead  to  degeneration  of  the  arteries,  such  as  rheumat- 
ism, gout,  syphilis,  alcoholism,  and  Bright's  disease,  pre- 
dispose to  it.     Suflerers  from  chronic  Bright's  disease  are 


4 


« 


CEKEBRAl.    HEMORRHAGE. 


391 


very  liable  to  die  of  apoplexy  on  account  of  the  association 
of  cardiac  hypertrophy  with  arterial  degeneration.  Heredity 
predisposes,  inasmuch  as  members  of  certain  famiJies  are 
particularly  proi;c  to  sclerosis  of  the  vessels.  The  attack 
nia>'  be  precipitated  by  mental  or  physical  excitement,  alc< 
holic  excess,  or  some  reflex  disturbance,  as  gastric  irritation/ 

In  children  it  may  be  excited  by  a  paroxysm  of  whoop- 
ing-codgh  or  by  a  convulsion.  Occasional ly.  it  occurs  after 
diphtheria  or  scarlet  fever,  the  toxins  of  these  diseases  pro- 
ducing dcgeneraiive  changes  in  the  arterial  walls. 

Pathology. — In  children  the  hemorrhage  \<>  most  com- 
monly cortical ;  in  adults  it  is  usually  within  the  brain-massj 
The  blood-vessels  are  generally  atheromatous,  and  are  some- 
times the  seat  of  miliary  aneurysms.  The  hemorrhage  varies 
greatly  m  quantity:  sometimes  it  is  small — merely  a  capil- 
lary oozing;  at  other  times  it  may  flood  an  entire  hemi- 
sphere. Its  most  common  seat  is  the  internal  capsule — the 
motor  highway  between  the  optic  thalamus  and  the  corpus 
striatum.  In  recent  hemorrhages  the  clot  is  dark  and  soft, 
and  the  surrounding  tissue  stained  and  more  or  less  lacer- 
ated. If  the  hemorrhage  has  not  been  very  copious,  the 
clot  loses  its  color,  shrinks,  and  is  finally  absorbed,  and  the 
damaged  cerebral  fibers  are  replaced  by  proliferated  con- 
nective tissue,  w  hich  contracts  and  forms  a  scar  more  or  less 
pigmented  with  hematoidin.  In  other  cases,  instead  of  a 
scar,  a  cyst  is  formed  that  incloses  a  clear,  straw-colored 
fluid. 

Large  effusions  are  followed  by  secondar)'  changes,  which 
are  systemic  and  extend  in  the  direction  in  %vhich  the 
aflbcted  ner\*e-fibers  transmit  impulses  ;  that  is^  toward  the 
periphery,  if  the  fibers  are  motor,  ami  toward  the  nen-e- 
ccntcrs  if  they  are  sensor}^  After  an  extensive  lesion  of  the 
internal  capsule  secondary  degeneration  of  the  motor  tracts 
soon  begins  and  may  be  traced  downward  into  the  spinal 
cord. 

Symptoms. — Pnniromal  symptoms  indicating  cerebral 
congestion  frequently  precede  the  attack;  these  are  head- 
ache, vertigo,  disturbed  sleep,  tinnitus  aunum,and,  perhaps, 
a  sense  of  numbness  or  weakness  on  the  side  that  is  to  be 
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affected.  Persistent  vomiting  sometimes  precedes  the  hem- 
orrhage. 

Thf  Alhiik, — In  many  cases  the  patient  falls  suddenly  un- 
con.scious  without  previous  warning.  The  face  is  flushed; 
the  eyes  are  injected;  the  hps  arc  blue;  the  breathing  is 
stertorous ;  the  jjuLse  is  full  and  slow  ;  the  temperature  is  at 
first  subnormal  from  shock,  but  later  it  is  elevated  from  irri- 
tation ;  and  the  urine  and  feces  may  be  passed  involuntarily. 
Convulsive  seizures  are  not  infrequent ;  they  result  from 
irritation  transmitted  to  the  undamaged  motor  regions. 
Hvx'n  while  the  patient  is  comatose,  the  paralysis  may  be 
detected.  The  head  and  eyes  may  be  strongly  rotated  to- 
ward the  side  of  the  hemorrhage  (conjugate  deviation) ;  one 
cheek  often  flaps  more  than  the  other;  the  pupils  may  be 
unequal ;  any  movements  that  the  patient  may  make  are  re- 
stnctcd  to  the  sound  side ;  when  the  affected  arm  is  raised 
and  let  fill,  it  drops  lifeless;  and  occasionally  the  tempera* 
ture  is  higher  in  the  axilla  of  the  paralyzed  side.  In  grave 
cases  the  patient  does  not  awake  from  the  coma ;  the  pulse 
grows  feeble ;  the  respirations  assume  the  Cheyne-Stokes 
type ;  the  reflexes  are  abohshed ;  mucu^  collects  in  the 
throat  and  produces  a  rattling  sound  ;  the  temperature  rises 
to  105°  to  104°  ;  and  death  results  after  the  lapse  of  a  few 
hours  or  one  or  two  days. 

In  certain  cases  the  paral}'sis  i*apidly  sets  in.  but  uncon- 
sciousness develops  gradually  and  does  not  become  com- 
plete for  twenty-four  hours  (ingravescent  apoplexy).  In 
other  cases  of  cerebral  hemorrhage  loss  of  consciousness  Ls 
very  transient  or  wholly  wanting. 

Snhsccptcnt  Symptoms, — When  the  attack  docs  not  prove 
fatal,  consciousness  is  usually  restored  in  from  twelv^e  to 
forty-eight  liours,  and  if  the  hemorrhage  is  in  its  usual  lo- 
cation, there  remains  a  hemiplegia  on  the  opposite  side. 
The  muscles  of  the  upper  part  of  the  face  and  thorax,  how- 
ever»  usually  escape,  because  they  are  accustomed  to  act 
in  unison  with  their  fellow  f)n  the  opposite  sidr,  and  such 
muscles  appear  to  be  inner\Mted  from  both  sides  of  the  brain. 
When  the  tongue  h  protruded,  it  deviates  toward  the  para- 
lyzed  side.      The  deep   reflexes  arc  exaggerated   on  the 
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affected  .side  and  tickling  the  sole  of  the  foot  causes  exten- 
sion of  the  ^reat  toe  (Babinski's  sig^n).  Aphasia  is  common 
with  right  hemiplegia.  There  is  no  tendency  to  rapid  wast- 
ing of  the  affected  muscles,  Sensation  is  unimpaired  unless 
the  posterior  hmb  of  the  internal  capsule  is  also  involved, 
when  there  is  hemianesthesia  with  the  he[ni|>legia.  The  gait 
is  peculiar;  in  walking  the  patitnt  supports  the  paralyzed 
arm  and  swings  the  leg  forward  by  a  rotary  movement  im- 
parted to  it  by  the  trunk.  Whtn  the  chjt  has  been  small, 
the  paralysis  may  completely  disappear.  More  frequently, 
recovery  is  only  partial.  The  power  of  the  facial  muscles 
is  generally  restored  entirely,  and  the  leg  usually  improves 
more  than  the  arm. 

In  unfavorable  cases  the  muscles  become  rigid  from  a  de- 
generative process  travehiig  down  the  direct  and  crossed 
pyramidal  tracts  of  the  spinal  cord ;  this  condition  is  indic- 
ative of  permanent  disability. 

Mental  symptoms,  especially  impairment  of  memory  and 
loss  of  emotional  control,  frequently  follow  the  attack. 

Diagnosis. — Thecoma  of  apoplexy  nnist  be  distinguished 
from  iiremiar,  opium-poisoning,  alcoholism,  and  Bunstroke.  The 
age  of  the  patient ;  the  condition  of  the  arteries  ;  the  evidence 
of  paralysis  ;  the  difference  of  temperature  in  the  two  axillae  ; 
and  the  absence  of  other  cause  will  usually  prevent  an  error 
in  diagnosis. 

EmboUsm. — This  usually  occurs  in  earlier  life;  it  is 
commonly  associated  with  valvular  disease;  premonitory 
symptoms  are  rarely  present;  the  pulse  is  more  often  weak 
than  strong;  disturbances  of  temperature  and  breathing  arc 
less  marked. 

Thromljoais. — This  also  produces  hemiplegia ;  but  its  de- 
velnpment  is  usually  gradual  ;  unconsciousness  is  often 
ab.sent,  and  temperature  and  breathing  arc  not  much  dis- 
turbed. 

Hemiplegia  from  Other  Causes. — Tumors  and  abscess  in  th( 
brain  may  produce  hemiplegia,  but  the  latter  develops  grad- 
ually and  is  usually  assticiated  with  other  cerebral  phenomena, 
such  as  persistent  headache,  vertigo,  ocular  palsies,  clioked 
disk.  etc. 
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Hysteric  Hemiplegia. — In  hysteria  the  face  escapes;  there 
is  frequently  anesthesia  on  the  affected  side ;  the  ^att  is 
peculiar,  in  that  the  patient  pushes  the  paralyzed  limb  in- 
stead of  swingini^  it.  lliese  features,  together  with  the  age, 
temperament,  sex,  and  mode  of  oniict,  will  usually  suggest 
the  true  cause. 

Prognosis. — Always  doubtful.  Persistent  and  complete 
uncunsciousness,  high  temperature,  loss  of  reflexes,  and  em- 
barrassed respiration  are  unfavorable  phenomena.  When 
the  attack  does  not  prove  fatal,  there  is  always  danger  of 
recurrence,  since  the  etiologic  conditions  still   remain. 

Treatment. — Prophylaxis. — Patients  predisposed  to  apo- 
plexy should  lead  a  quiet  life,  free  from  mental  and  physical 
excitement.  The  diet  should  be  nutritious,  but  easily  digest- 
ible. Constipation  should  be  relieved  by  the  occasional  use 
of  a  saline  laxative.  To  secure  a  free  return  of  the  blood 
from  the  brain  the  clothes  at  the  neck  should  be  loose. 

The  Attack. — The  head  and  shoulders  should  be  slightly 
elevated,  and  an  ice-bag  applied  to  the  head.  Croton  oil  (i 
to  3  drops)  in  a  little  gl)'cerin  or  olive  oil  may  be  placed  on 
the  back  of  the  tongue  to  secure  prompt  catharsis.  If  the 
pulse  is  strong,  venesection  is  indicated  and  should  be  con- 
tinued until  the  pulse  softens.  Bleeding  cannot  undo  tlie 
damage  already  done,  but  by  relieving  cerebral  congestion, 
it  may  serve  to  arrest  bleeding  that  is  still  in  progress  or  to 
prevent  an  early  recurrence.  On  the  other  hand,  when  the 
face  is  pale  and  the  pulse  feeble,  stimulants,  like  ammonia, 
ether,  and  camphor,  should  be  given  very  cautiously.  When 
collections  of  mucus  interfere  with  breathing,  the  patient 
should  be  gently  turned  on  his  side  and  the  mucus  removed 

To  prevent  the  formation  of  bed-sores  the  position  should 
be  frequently  changed  and  the  parts  subjected  to  pressure 
thoroughly  cleansed. 

Subsequent  Treatnttnt. — Even  in  the  mildest  cases  the 
patient  should  not  be  allowed  to  leave  his  bed  for  two  or 
three  weeks,  and  during  this  time  tlie  diet  should  be  light 
and  unstimulating.  After  the  acute  symptoms  have  entirely 
disappeared,  which  \WII  rarely  be  earher  than  ten  days  or 
two  weeks  ailer  the  attack,  massage  should  be  systematically 
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practised.  It  aids  ia  the  iL'storation  of  power  and  in  tlic 
prevention  of  contractures.  After  the  lapse  of  three  or  four 
weeks  triweekly  applications  of  the  faradic  current  may  be 
of  service.  Strychnin  is  often  ^iven  at  this  time,  but  it 
probably  exerts  no  other  influence  than  that  of  a  general 
tonic.  In  some  cases  warm  saline  baths  (90^-95'^  F.)  com- 
bined with  passive  movements  prove  useful  adjuvants. 


OBSTRUCTION  OF  THE  GEE^EBRAL  ARTERIES. 

(EmlwHsm ;  Thrombosis.) 

Etlologry. —  drtbral  emboli  may  be  derived  from  the 
valves  of  the  heart  in  endocarditis ;  from  an  atheromatous 
p!ate  in  the  aorta;  or  from  thrombus  in  the  heart  or  in  the 
sac  of  an  aneurysm.  Obstruction  from  embolism  may  occur 
at  any  age,  but  it  is  far  more  commonly  observed  in  young 
adults  than  at  tlic  extremes  of  life. 

Ctrehral  thrombi  are  usually  caused  by  atheroma  or  syphi* 
litic  endarteritis.  They  are  usually  obsen'cd  in  advanced 
years,  but  those  dependent  on  syphilis  frequently  occur  in 
early  adult  or  middle  life. 

Pathology.— £>//^<:>/z  are  most  frequently  found  in  a 
branch  of  tlie  left  middle  cerebral  artery.  When  the  artery 
obstructed  is  a  large  one,  infarction  of  the  brain  with  soften- 
ing ensues.  If  the  area  affected  is  small,  absorption  of  the 
dead  tissue  usually  follows,  with  the  formation  of  a  cicatrix. 
Infective  emboli  give  rise  to  abscesses. 

Thrombi  are  usually  found  in  the  basilar,  middle  cerebral 
or  vertebral  arteries,  and  produce  the  same  lesions  as  emboli. 

Symptoms. — An  embolus  lodging  in  the  middle  cerebral 
artery  usually  causes  abrupt  hemiplegia  and  frequently 
aphasia.  There  may  be  no  prodromes,  and  consciousness 
may  be  preserved  during  the  seizure, 

When  the  basilar  artery  is  obstructed,  there  may  be  ex- 
tensive paralysis  on  both  sides  of  the  body,  and  later  symp- 
toms of  bulbar  disease — namely,  paralysis  of  the  lips,  pharynx, 
and  esophagus,  disturbance  of  the  heart,  and  Cheyne-Stokcs 
breathing. 

In  thrombosis  tlie  symptoms  are  similar  to  embohsm,  but 
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they  develop  more  slowly,  and  arc  frequently  preceded  by 
prodromes  indicating  disturbed  cerebral  circulation,  such  as 
headache,  vcrtiijo,  disturbed  sleep,  failure  of  mcmi>r}',  numb- 
ness and  tingling  in  the  limbs  to  be  affected.     There  is  a^l 
marked  tendency  to  recurrence  of  attacks.  ^m 

Subs^cquent  Synipionn.^lw  both  embolism  and  thrombosis, 
if  the  arter)*  obstructed  has  been  large,  the  paral)'sis  is  likely 
to  persist  and  to  be  followed  by  s)'mptoms  of  cerebral  soften- 
ing— namely,  failure  of  memor)',  vertigo,  headache,  disturbed 
slcep»  irr^tabi1it>^  and  finally  dementia. 

Diagnosis*— The  differential  diagnosis  between  cerebral 
embolism  or  thrombosis  and  hemorrhage  has  already  been 
considered  (see  p.  393). 

Prognosis, — The  prognosis  is  always  grave  ;  unless  the 
symptoms  arc  slight,  complete  recover\'  is  rare. 

Treatment*— After  obstruction  from  embolism  the  pa- 
tient should  be  kept  at  absolute  rest  for  a  week  or  two,  and 
subsequently  the  paralysis  treated  as  ader  apoplexy.  In 
thrombosis  treatment  is  rarely  of  avail ;  in  syphilitic  cases, 
however,  active  antiluetic  treatment  should  be  instituted, 

MORBID  GROWTHS  IN  THE  BRAIN. 
(TumoTs  of  the  Brain ,) 

Etiology. — The  etiology  of  brain  tumors  is  obscui 
Males  are  more  frequently  affected  than  females.  No  age1 
is  exempt,  but  the  majority  of  brain  tumors  occur  between, 
the  ages  of  thirty  and  fifty.  Occasionally  the  history  of  j 
some  remote  injur>'  is  obtainable.  Heredity  predisposes  t< 
the  extent  that  it  favors  the  development  of  tubercle  and 
cancer.  ^J 

Varieties. — Tubercle,  gumma,  glioma,  aneurysm,  cystsj^f 
sarcoma,  and  carcinoma  are  the  most  common  varieties. 
Less  frequently  fibroma,  psammoma,  and  lipoma  arc  ob- 
scr\x-d.  ^1 

Pathology. —  Tuherculous   tumors  or  tyromata  var>'  ir^™ 
size  from  that  of  a  pea  to  that  of  an  egg ;  they  may  be  sin- 
gle or  multiple,  and  are  usually  observed  in  the  young. 

Gumma, — Tliis  appears  as  a  round,  yellow,  caseous  niasSi 
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and  is  nearly  always  on  the  surface  of  the  brain,  into  which 
it  grows  from  the  ov^erlying  membranes.  It  is  usually  met 
with  between  the  a^cs  of  thiity  ant!  forty. 

Giiowit. — This  tumor  is  found  almost  exclusively  in  the 
brain.  It  arises  from  the  neurogliaj  and  maybe  soft,  like 
brain-substance,  or  firm,  like  fibrous  tissue.  It  is  chiefly 
met  with  in  the  young. 

Aftt'ury^m, — Encephalic  aneurysm  may  be  single  or  mul- 
tiple. Miliary  aneury'sms  of  small  vessels  frequently  excite 
apoplexy.  The  most  common  seats  of  large  aneurysms  are 
the  middle  cerebral,  basilar^  and  internal  carotid  arteries. 

Cvsts, — These  are  usually  congenital  (porencephalus)  or 
result  from  hemorrhage,  but  sometimes  they  result  from 
the  Taenia  echinococcus  (hydatid  cyst)  or  Taenia  solium 
(Cysticercus  cellulosa?). 

SiirrimuT. — This  is  usually  a  circumscribed  tumor,  and 
commonly  grows  from  the  membranes.  It  is  generally  pri- 
mary. 

Carcinoma, — I'his  is  nearly  always  secondary  and  multiple. 

Symptoms* — General  Symptoms.  — (\)  Headache  is 
rarely  absent  ;  it  is  sometimes  localized  and  associated  with 
tenderness  on  pressure,  (2)  Vomiting  is  a  common  symp- 
tom, especially  in  tumors  of  the  base  of  the  brain  ;  it  is  often 
unassociated  with  nausea,  and  does  not  relieve  the  attend- 
ing headache,  (3)  Optic  neuritis  or  optic  atrophy  is  present 
in  about  80  per  cent,  of  the  cases.  (4)  Vertigo  is  often  marked, 
especially  in  tumors  of  the  basal  ganglia  and  cerebellum. 
(5)  Convulsions,  local  (Jacksonian  epilepsy)  or  general,  occur 
in  about  50  percent,  of  all  cases.  (6)  Psychic  phenomena — 
failure  of  memory,  depression  of  spirits,  irritability  o{  tem- 
per; and  emotional  states — are  not  infrequently  present. 
Insomnia,  changes  in  the  rate  and  rhythm  of  the  pulse, 
polyuria,  and  glycosuria  are  occasional  symptoms. 

htreal  Sympfoffts. — Tliesc  depend  entirely  upon  the  loca- 
tion of  the  tumor.  The  folUnving  arc  the  chief  localizing 
symptunis : 

Prefrontal  Region, — Mental  torpor,  irritability,  and  drow- 
siness  deepening   into   stupor   frequently  appear.      Motor 


398 


DISEASES   OF   THE   XERVOUS  SYSTEM. 


agraphia  and  aphasia  may  result  from  compression  of  the 
second  and  third  frontal  convolutions, 

Motot  Righn  (//if  Ascending  Fronta!  Convolution^ — 
When  the  tumor  irritates  the  centers,  local  convulsions  de- 
velop; when  it  exerts  enough  pressure  to  destroy  function, 
paralysis  results. 

Posterior  Portion  of  the  Third  Frontal  Convolution  [Left 
Side), — Motor  or  ataxic  aphasia  is  a  characteristic  symptom. 

Tempor<d  Lobe,  First  and  Second  Convolutions  (Left  Side), 
— Tumors  in  this  retriun  cause  word-deafness. 
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Fig.  18, —  i  unciion.il  nrcas  of  the  cerebral  cortex,  left  bcmispneri?. 


Angular  and  Supraviarginal  Gyri  {Left  Side). — Woi 
blindness  and  apraxia  usually  develop. 

Parietal  Lobe. — Tumors  in  this  region  frequently  occasion 
disturbances  of  cutaneous  and  muscular  sensibilit\%  espe- 
cially a  loss  of  power  to  recognise  tJie  shape  of  objects  by 
touch  (astereognosis). 

Occipital  Lobe, — Hemianopsia  is  common,  and  there  may 
be  psychic  blindness  if  the  growth  is  on  the  left  side*  Word- 
blindness  may  also  result  from  pressure  on  the  angular 
gyrus. 
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Internal  Capsule. — Lesions  of  the  middle  third  cause 
hemiplegia  un  the  opposite  side ;  of  the  posterior  third, 
hemianesthesia  of  the  opposite  side. 

Corpus  Stria  hi  in. — Large  lesions  produce  hemiplegia  from 
pressure  on  the  internal  capsule, 

Ol>tic  Thalanms. — Large  lesions  may  produce  hemianes- 
thesia from  pressure  upon  the  posterior  limb  of  the  internal 
capsule  and  sometimes  hemianopsia. 

Corptmi  QuaJri^cmina. — -There  may  be  inconrdi nation, 
oculomotor  palsies,  nystagmus,  and  loss  of  the  pupil- 
reflex, 

Crus  Cerebri. — Tumors  in  this  locality  cause  paralysis  of 
the  third  nerve  on  the  side  nf  the  lesion  and  hemiplegia  on 
the  other  side. 

Pons, — Pontile  growths  may  occasion  hemiplegia  and 
hemianesthesia  on  the  side  opposite  to  the  lesion,  and  paraly- 
sis of  the  cranial  nerves,  especially  of  the  facial,  on  tlie  side 
of  the  lesion. 

Corpus  Callosum, — Tumors  in  this  region  may  cause 
mental  symptoms, — stupor,  irritability,  hallucinations, attacks 
of  excitement, — followed  by  mtitur  paralysis. 

Cerebcllmn  {^Middle  Lobe), — The  characteristic  symptoms 
are  headache,  staggering  gait,  vertigo,  and  vomiting. 
Paralysis  may  result  from  pressure  on  the  pyramidal  tracts. 

Diagtiosls. —  Hie  Chanuter  of  the  Groivtk. — ^This  can- 
not always  be  determined.  The  early  age,  the  rapid  prog- 
ress, and  the  family  history  may  suggest  titberde.  The 
early  age,  slow  progress,  and  mild  pressure-symptoms  may 
suggest  glioma.  The  history,  age,  and  concomitant  symp- 
toms will  indicate  syphilis.  The  presence  of  a  primary 
growth  will  lead  to  the  diagnosis  of  eancer.  The  presence 
of  a  thrill,  bruit,  and  marked  tinnitus  and  the  absence  of 
optic  neuritis  would  suggest  aneurj^sm. 

Abscess. — Cerebral  tumor  must  be  distinguished  from 
abscess.  The  latter  usually  results  from  traumatism  or  is 
secondary  to  a  focus  of  suppuration  in  some  other  part  of 
the  body;  its  progress  is  usually  more  rapid;  optic  neuritis 
is  less  common  ;  and  there  is  often  febrile  disturbance,  with 
leukocytosis. 
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Chronic  Meningitis, — In  this  afTcction  the  symptoms  indi- 
cate a  diffuse  lesion  ;  disturbances  of  temper,  nicmor)',  and 
sleep  are  more  marked;  optic  neuritis  is  not  frequent. 

Prognosis*^ — Always  grave.  When  the  tumor  is  not 
gsmimatous  and  is  not  suitable  for  operative  interference, 
the  prntrtiosis  is  absolutely  unfavorable.  The  duration  is 
from  a  few  months  to  several  years. 

Treatment. — As  there  is  always  a  possibility  that  the 
tumor  is  syphilitic,  mercury  and  iodids  should  be  tried  in 
every  case  the  nature  of  which  is  in  the  least  uncertain. 
Operative  interference  must  be  considered  when  the  tumor 
is  locah'zed  and  situated  in  the  cerebral  cortex  or  cerebel- 
lum. Less  than  ten  per  cent,  of  brain  tumors  are  open  to 
operation.  Growths  in  the  motor  region  ofier  the  Ixrst 
chances  of  success. 

In  inoperable  nonsyphilitic  growths  treatment  is  pallia- 
tive. Cold  applications  to  the  hcad»  bromids,  antipyrin,  and 
morphin  are  required  to  relieve  pain. 


ABSCESS  OF  THE  BRAIN. 

(Suppurative  Encephalitis.) 

Etiology.— (i)  It  may  be  traumatic.     (2)  It  may  be  s< 

ondar>'  tu  suppurative  inflammation  of  adjacent  parts,  as 
caries  of  the  temporal  bone  fdillowing  otitis  media.  (3)  It 
may  be  secondarj^  to  some  distant  focus  of  suppuration,  as 
in  pulmonary  abscess,  hepatic  abscess,  ulcerative  endocar- 
ditis.    (4)  It  may  follow  one  of  the  infectious  fevers. 

Pathology. — ^The  abscess  varies  in  size  from  a  pea  to 
one  large  enough  to  fill  aii  entire  hemisphere.  The  surround- 
ing tissues  are  hypereniic,  etlematous,  and  more  or  less  in- 
filtrated. In  the  acute  form  the  abscess  is  diflfuse,  but  in 
long-standing  cases  the  pus  is  encapsulated  by  a  thick 
fibrous  sac.  The  temporosphenoid  lobe  and  the  cerebellum 
are  the  most  frequent  seats.  Abscesses  secondar>'  to  distant 
foci  of  suppuration  are  commonly  multiple. 

Symptoms. — Abscesses  following  injury  frequently  run 
an  acute  course,  and  are  characterized  by  high  fever,  rigors, 
headache,  delirium,  convulsions,  vomiting,  and  coma. 
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In  chronic  cases  the  geitcral  symptoms  are  headache,  ten- 
derness of  the  head  to  percussion,  irritability,  mental 
impairment,  vertigo,  vomiting,  stupor,  pallor,  antJ  loss  of 
flesh  and  strength.  The  temperature  is  variible ;  it  may 
be  elevated  but  nt>t  rarely  it  is  normal  or  subnormal. 
Th^  fik'ai phcnatfic'na  vary  with  the  hication  of  tlie  abscess. 
Involvement  of  the  motor  area  may  be  attended  with  con- 
vulsions or  paralysis  in  one  limb  ;  of  the  tempo rosphenoid 
lobe,  wit!i  deafness  and  perhaps  aphasia ;  of  the  occipitil 
lobe,  wiih  hemianopia ;  of  the  cerebellum,  with  persistent 
vomiting  and  loss  of  coordination. 

Prognosis. — Grave.  When  the  focal  symptoms  indicate 
involvement  of  an  accessible  region  like  the  motor  area, 
tcmporosphenoid  lobe,  or  cerebellum,  operative  interference 
affords  considerable  hope  of  success. 

Treatment. — When  the  abscess  is  located  in  one  of  the 
regions  specified,  the  skull  should  be  trephined  and  the  pus 
evacuated.  In  father  cases  the  application  of  wet  cups  to  the 
neck,  of  ice-bags  to  the  head,  and  the  internal  use  of  opium, 
bromid  of  potassium,  or  of  chloral  may  temporarily  relieve 
the  distress. 


APHASIA. 

Definition.^ — ^A  failure  of  word-memor>' ;  an  inability  to 
utter  words,  to  write  them,  or  to  comprehend  them. 

Varieties.— Motor  and  sensory.  1 

Motor  Aphasia.— y/Aj.ivr  Aphasia, — Impairment  or  loss  of 
articulate  speech  from  an  inability  to  recall  the  efforts 
needed  to  pronounce  words  rather  than  from  muscular 
paralysis.  It  is  the  most  common  form  of  aphasia.  The 
lesion  is  in  the  posterior  part  of  the  third  left  frontal  convo- 
lution (Broca's  region). 

Motor  Agraphia, — In  this  condition  the  patient,  though 
able  to  read,  is  unable  to  write  voluntarily  or  from  dictation, 
or  to  copy.  The  lesion  is  in  the  posterior  part  of  tlie 
midfrontal  convolution  (?). 

Paraphasia. — Misplacement  of  words  and  syllables.     The 
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patient  talks  jargon,  though  he  understands  what  he  hears 
and  sees  and  can  articulate  clearly.  The  lesion  is  in  one  of 
tlie  association  tracts  between  the  speech  centers. 

Sensory  Aphasia.— If  <>r^/-(^//>/r/;/rjj  {^Aitxia). — Inability  to 
recognise  written  or  printed  words.  The  lesion  is  situated 
in  the  angular  and  supramarginal  convolutions  of  the  left 
side*  The  patictit  being  unable  to  call  to  mind  the  appear- 
ance of  words,  may  also  lose  the  power  to  write  spontane- 
ously (sensory  agraj)hia).  Word-blindness  is  usually  asso- 
ciated with  hemianopsia,  as  a  lesion  of  the  angular  g>Tus  is 
wcry  apt  to  involve  the  underlying  visual  tracts. 

IVLfni-tica/ncss, — Inability   to    recognize   spoken    words.; 
The  lesion  is  in  the  middle  of  the  first  and  second  temporal 
convolutions  of  the   loft  hemisphere.     Though  the  patjent 
may  be  able  to  read,  he  is  often  unable  to  speak  correctly, 
since  he  cannot  recall  the  sound  of  the  words. 

Apraxia. — This  is  a  loss  not  only  of  word  memories  but 
of  all  memories  having  to  do  with  sight*  hearing,  and  touch. 
The  patient  is  unable  to  recognize  objects  when  he  secs» 
hears,  or  touches  them.  When  the  loss  of  concepts  is 
complete  there  is  also  the  inability  to  employ  objects  in  the 
proper  way.  Apraxia  is  usually  associated  with  aphasia. 
The  following  are  the  chief  varieties: 

Psychic  B/ifiiincss. — This  is  a  condition  in  which  objects 
are  seen,  but  not  recognized.  It  results  from  a  lesion  of 
the  occipital  lobe  and  is  usually  associated  w*ith  hemian- 
opsia. 

Psychic  Deafness. — This  is  a  condition  in  wiiich  not  only 
words,  but  all  sounds,  though  heard,  awaken  no  intelligent 
conception.  The  bark  of  a  dog,  for  instance,  calls  to  mind 
no  visual  image  of  the  animal.  Psychic  deafness,  like  word 
deafness,  results  from  a  lesion  of  the  left  temporal  convo»^ 
lutions, 

Astcrcoj^nosis, — A  loss  of  the  power  of  recognizing* 
objects  by  touch.  It  is  a  .symptom  of  disease  in  the  middle 
portion  of  the  posterior  central  convolution  and  adjacent 
part  ^^i  the  inferior  parietal  Inbulc, 

Pathology, — The  lesions  that  produce  aphasia  arc  mani^ 
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fold;  the  most  important  are:  Tumor,  gumma,  abscess,  de- 
pressed fracture,  embolism,  thrombus,  or  softening  in  the 
localities  that  correspond  to  the  various  forms  of  aphasia. 
In  right-handed  subjects  the  lesion  is  on  the  left  side  of  the 
brain  ;  in  the  left-handed  it  may,  however,  be  on  the  right 
side.  Aphasia  is  not  always  due  to  organic  disease  ;  it  may 
be  noted  in  congestion  of  the  brain,  in  sudden  fright,  in  the 
convalescence  of  fevers,  in  migraine,  after  epileptic  seizures, 
and  in  hysteria. 

DiagfnosiS. — Aphasia  must  be  distinguished  from  aphonia^ 
The  latter  condition  is  an  inability  to  utter  sounds,  a  power 
not  lost  in  aphasia  ;  moreover,  aphonia  is  generally  depend- 
ent upon  some  abnormality  of  the  iar^^nx  or  of  the  nerves 
leading  thereto, 

Fro^osis* — This  depends  entirely  on  the  cause.  After 
apoplexy  the  prognosis  should  be  guarded.  In  cerebral 
softening  it  is  absolutely  unfavorable.  When  aphasia  de- 
velops in  the  young,  the  outlook  is  much  more  hopeful. 

Treatment. — The  causal  condition  will  require  attention. 
The  patient  may  be  instructed  to  speak  and  to  interpret  after 
the  manner  employed  in  teaching  the  young. 


SPINAL  LEPTOMENINGmS* 
Spinal  Meningitis.) 

Definition. — An  inflammation  of  the  spinal  pia  mater. 

Etiologfy. — Acute  spinal  leptomeningitis  usually  occurs 
as  a  part  of  cerebrospinal  meningitis.  As  a  primary  disease, 
without  involvement  of  the  cranial  meninges,  it  is  rare.  It 
occasionally  follows  one  of  the  infectious  fevers,  traumatism, 
or  exposure.     In  some  instances  it  is  tuberculous. 

Pathology. — AcuU  Fonn. — The  membranes  are  opaque, 
thickened,  congested,  and  adherent.  The  fluid  in  the  arach- 
noid space  is  increased.  In  very  acute  cases  there  is  more 
or  less  purulent  infiltration.  The  periphery  of  the  cord  is 
always  involved. 

Chronic  Form. — The  membranes  are  very  thick  and  fuscrf 
into  one  homogeneous  fibrous  mass. 
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Symptoms. — Acute  Form, — The  disease  may  begin  wil 
a  chill,  follriwetl  by  a  moderate  fever.  There  is  intense  pain 
in  the  back,  radiating  along  the  course  of  the  nei-ves.  The 
back  is  tender.  The  spinal  muscles  are  rigid  and  contracted — 
sometimes  so  much  so  as  to  induce  opisthotonos.  The  re- 
flexes are  increased.  When  the  exudate  is  sufficient  to  make 
considerable  pressure  on  the  cord,  paralytic  phenomena  de- 
velop, such  as  slight  anesthesia  and  paresis  of  the  limbs. 

There  are  no  cerebral  symptoms  unless  the  meninges  of 
t]ie  brain  are  involved. 

Diagnosis. — Myelitia.— In  this  affection  the  pain  is  less 
severe;  there  is  less  tendency  to  spasm;  paralysis  and  anes- 
thesia are  more  marked ;  the  bladder  and  rectum  are  early 
involved ;  and  the  formation  of  bed-sores  is  common* 

Tetanus. — The  presence  of  a  wound  ;  the  absence  of  fever  ; 
the  early  involvement  of  the  jaw  ;  and  the  absence  of  marked 
tenderness  in  the  back  will  suggest  tetanus. 

Prognosis. — I^xtremely  grave.  Recovery  sometimes  fol- 
lows, but  rarely  without  partial  paralysis. 

Chronic  LepUmicmngitis. — This  is  characterized  by  pain  in 
the  back ;  stiffness  of  the  muscles  ;  hyperesthesia  and  par- 
esthesia o{  the  limbSj  but  rarely  anesthesia ;  some  loss  of 
power;  and  exaggerated  reflexes. 

Treatment*^ — This  is  the  same  as  that  of  cerebrospinal 
meningitis. 
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CHRONIC  SPINAL  PACHYMENINGrn& 

(Cervical  Hypertrophic  Pachymexuiigitis ;   Xntemal  Pachy- 
meningitis.) 

Definition. — A  chronic  inflammatory  affection  of  the 
dura  mater,  characterized  by  severe  pains  in  the  head,  shoul- 
ders»  arms,  and  loins,  followed  by  paresis,  wasting,  and 
anesthesia. 

Etiology. — Prolonged  exposure  to  cold,  spinal  concus- 
sion, alcofiolism,  and  syphilis  are  predisposing  factors.  It 
may  be  secondar>^  to  inflammation  of  neighboring  structures, 
such  as  the  vertebrae  in  Pott's  disease. 

Pathology.  — The  membranes  are  thickened,  opaque,  and 
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^f    adherent;  the  vessels  are  dilated;  and  the  spinal  fluid  is 

I'  increased.      In   advanced   cases   the   menibrajics   are   glued 

together  and  form  a  thick,  homoj^eneoiis,  fibrous  mass.    The 

cen'ica!  region  is  most  commonly  aflfectcd.     The  intlamma- 

tion  may  extend  to  the  cord  and  peripheral  nerves. 

S3rmptonis. — These  include  sharp  pains  radiating  into 
the  head,  shoulders,  arms,  and  loins,  and  paresthesia,  fol- 
lowed by  Joss  of  power,  anesthesia,  wasting,  and  riL^idity, 
particularly  in  the  upper  extremities.  When  the  lower  part 
of  the  cord  is  involved^  the  same  plienomena  are  ubservtd 
m  the  legs,  and  the  knee-jerk  is  increased.  The  duration  of 
the  disease  is  several  years. 

Diagnosis. -—Chronic  Poliomyelitis, — The  absence  of  pain 
and  of  anesthesia  will  separate  poliomyelitis  from  pach}^- 
meningitis. 

Multiple  Neuritis.^ — In  this  affection  the  pain  is  less  marked 
in  the  back  and  more  marked  in  the  extremities,  and  the 
nerve-trunks  are  tender  on  pressure. 

SynBgomyelia.  —  In  this  affection  there  is  much  less  pain 
and  tactile  sensation  is  preserv'cd. 

Progtiosis. — This  depends  on  the  extent  and  cause. 
When  the  involvement  is  slight  or  is  due  to  syphilis,  the 
prognosis  should  be  guardedly  favorable. 

Treatment. — Counterirritation  should  be  made  along 
the  cord  by  frequent  blisters  or  the  actual  cautcr)\  lodid 
of  potassium  may  be  administered  for  its  absorbent  eflfcct, 
and  in  .syphilitic  cases  it  should  be  given  freely  in  conjunc- 
tion w^ith  some  mercurial. 


ACUTE  MYELITia 

Definition. — An  acute  inflammation  of  the  substance  of 
the  cord,  characterized  by  marked  disturbances  of  motion, 
.sensation,  and  nutrition. 

Varieties. — When  only  a  limited  vertical  area  of  the 
spinal  cord  is  involved,  the  condition  is  termed  transversa 
myeiiHs,  When  a  large  vertical  section  is  aflected,  the  dis- 
ease is  termed  diffuse  iityi'litis. 

Etiology. — ^Traumatism,  exposure,  or  overexertion  may 
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induce  it.  It  may  be  a  sequel  of  syphilis  or  of  an  acute> 
infectious  disease,  sucli  as  sniaUpox.  typhoid  {^iwqv,  pneu- 
monia, dysentcry%  or  gonorrhea.  It  is  sometimes  secondary 
to  caries  <tf  the  spine  or  tumors  of  the  cord. 

Patholog"y, — The  membranes  are  usually  injected  and 
opaque.  The  substance  of  the  cord  is  red  and  soft,  and  the 
line  of  demarcation  between  the  gray  and  white  matter  is 
indistinct  Iti  very  acute  cases  the  substance  of  the  cord 
may  flow  out  as  a  reddish,  creamy  Buid  when  the  mem- 
branes are  cut.  Occasionally  there  are  conspicuous  hemor- 
rhagic effusions  (hematomyelitis). 

Microscopically,  the  bloodvessels  are  found  to  be  greatly 
dilated  and  surrounded  by  leukocytes  ;  the  myelin  sheaths 
swollen  and  fatty;  the  a.xis-cylinders  swollen,  granular,  and 
perhaps  disintegrated  ;  and  the  nerve-cells  necrotic,  vacuo- 
lated, and  in  places  without  processes.  In  the  se\crc  cases 
in  which  the  cord  is  reduced  to  a  puriform  mass  examina- 
tion reveals  only  fat  droplets,  pigment  particles,  granular 
cells,  leukocytes,  and  detritus. 

Symptoms. — Acute  Transverse  Myelitis. — The  onset  is] 
frequently  marked  by  pains  in  the  back,  a  girdle  sensation,] 
and  numbness  in   the  Hmbs.     Paralysis  and  anesthesia  of 
the  parts  below  the  lesion  quickly  develop.     The  control  of 
the  bladder  and  rectum  is  lost.     Bed-sores  arc  apt  to  formj 
over  the  sacrum  and  heels.     Of  the  paralyzed  muscles  onl; 
those  supplied  by  nerves  arising  from  the  diseased  segment' 
undergo  atrophy  and  yield  reactions  of  degeneration.     The 
knee-jerks  are  usually  increased  and  the  legs  stiff  and  rigid.! 
There  may  he  a  loss  of  tendon  reflexes  with  flaccidity  of] 
the  muscles,  however,  if  the  .cord  is  entirely  divided  (Bas- 
tian)  or  if  the  lesion  invades  the  lumbar  segments.      There^ 
is  often  a  zone  of  hyperesthesia  just  above  the  level  of  the 
anesthesia*     Fever  may  or  may  not  be  present. 

The  outlook  is  always  serious.      More  or  less  disabiUl 
usually  remains  after  the  subsidence  of  the   inflammation. 
Complete  recovery  may  occur,  however,  in  mild  cases,    N< 
rarely  death  ensues  from  cystitis  and  pyelonephritis, 
sore*^  and  sepsis,  or  pneumonia. 

Acute  Central  Myelitis. — This  resembles  the  former,  t>ut_ 
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the  trophic  disturbances  are  mLicli  more  marked  and  the 
duration  is  shorter.  The  disease  is  characterized  by  moderate 
fever  and  its  associated  phenomena,  pain  in  the  back,  com- 
plete loss  of  power  and  of  sensation,  loss  of  reflexes,  incon- 
tinence of  urine  and  feces,  rapid  wasting'  of  the  muscles,  and 
the  early  development  of  bed-sores.  The  disease  frequently 
proves  fatal  in  fmni  one  to  two  weeks. 

Diagnosis. — ^Acute  Poliomyelitis.— In  this  disease  the 
bladder  and  rectum  are  not  involved  and  there  are  no  sen* 
sory  disturbances, 

liaiidrys  Pisease  or  Acute  Ascending  Paralysis. — In  this 
affection  trophic  disturbanccis  arc  absent;  the  bladder  and 
rectum  are  not  involved  ;  and  the  loss  of  sensation  is  slight. 

Multiple  Neuritis. — The  *'  girdle  pain  "  is  absent ;  the 
sphincters  arc  not  affected  ;  bed-sores  are  rare  ;  and  pain  is 
more  marked  in  the  extremities  than  in  the  back. 

Meningitis. — ^Thc  girdle  pain  is  absent;  the  sphincters  are 
not  affected ;  the  irritative  phenomena  are  more  marked  than 
the  paralytic, 

Hemorrliage  into  th«  Cord. — The  paralysis  develops  ab- 
ruptly. 

Prognosis. — Always  extremely  grave.  Acute  central 
myelitis  is  invariably  fatal.  In  other  cases  recovery  attended 
with  partial  paralysis  occasionally  follows. 

Treatment.— If  possible,  the  patient  should  be  placed  on 
a  water-bed  or  air-bed,  Counterirritation  should  be  avoided, 
on  account  of  the  danger  of  bed-sores.  Cold,  however,  in 
the  form  of  Chapman's  ice-bags,  may  be  applied  to  the 
spine.  Daily  warm  baths  (90°  F.)  lasting  about  ten  minutes 
are  useful. 

Every  precaution  must  be  taken  against  the  development 
of  bed-sores.  Frequent  change  of  the  patient's  position, 
absolute  cleanliness  of  the  parts  subjected  to  pressure,  and 
batliing  with  alcohol  and  water  will  do  much  toward  ob- 
viating this  comph'cation.  Retention  of  urine  must  be  met 
by  systematic  catheterization  under  the  most  strict  antiseptic 
precautions,  When  there  is  constant  incontinence,  a  care- 
fully adjusted  urinal  should  be  employed. 

Any  tendency  to  cystitis  will  call  for  daily  irrigation  of 
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the  bladder  with  a  solution  of  boric  acid  or  other  mild  an( 
septic  sohilion.  If  recovery  with  partial  paralysis  result, 
massage  and  electricity  may  aid  in  bringing  back  some  of 
the  lost  po\vcr. 

CHRONIC  MYELITIS 

Etlologfy.-^Traumatism,  exposure,  alcoholism.  an< 
syphilis  are  predispo.sing  factors.  It  is  sometimes  induced 
by  the  extension  of  inflcimmation  from  adjacent  structures — 
meninges  and  vertebra.  It  is  occasionally  a  sequel  of  acute 
myelitis. 

Pathology. — The  membranes  are  opaque  and  adherent 
The  whole  cord  has  a  grayish  color  ,  it  is  firmer  than  nor- 
mal and  somewhat  contracted. 

Microscopic  examination  reveals  destruction  of  nerve  ele- 
ments and  their  replacement  by  an  overgrowth  of  neurog- 
liar  tissue. 

Symptoms. — The  disease  begins  gradually  with  numb- 
ness, tingling,  or  burning  in  the  lower  extremities,  followed 
by  a  loss  of  power  and  sensation.  The  reflexes  are  gener- 
ally exaggerated.  The  sphincters  soon  become  involved. 
The  muscles  do  not  waste  until  the  disease  is  far  advanced. 
As  in  other  organic  affections  of  the  cord,  there  is  often  a 
sense  of  constriction,  or  "  girdle  pain/'  at  the  level  of  the 
disease.  The  disease  progresses  very  slowly,  the  duration 
being  from  six  months  to  ten  years. 

Diagnosis. ^ — The  diagnosis  rests  on  the  gradual  devel- 
opment of  symptoms  indicating  a  general  involvement  of 
the  cord. 

Treatment. — Prolonged  rest  is  desirable.  Daily  warm 
baths  are  grateful  Counterirritation  in  the  form  of  light 
touches  of  the  actual  cautery  is  useful  in  relieving  pain,  but 
it  does  not  seem  to  exert  any  direct  influence  on  the  prog- 
ress of  the  disease.  When  there  is  reason  to  suspect  the  ex- 
istence of  syphilis,  mercury  and  the  iodids  should  be  given 
a  thorough  trial  Tonics  are  often  indicated.  Massage, 
passive  movements,  and  electricity  are  useful  \\\  maintaining 
the    nutrition    of   the   affected    muscles.     Early   measures 
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should  be  taken  to  prevent  the  formation  of  bed-sores  and 
the  development  of  cystitis. 


ACUTE  ANTERIOR  POUOMYEUTIS 

I.  Infantile  Paralyslfl;  Atropliic  Spinal  Paralysis.) 

]>efinitloa. — An  acute  disease,  occurring  almost  exclu- 
sively in  young  children,  characterized  anatomically  by  a 
destruction  of  the  ganglion-cells  in  the  anttrrior  gray  horns 
of  the  cord,  and  manifested  clinically  by  abrupt  paralysis 
and  rapid  wasting  of  certain  muscles, 

Btiolog^. — The  greatest  number  of  cases  occur  within 
the  first  three  years,  and  the  disease  is  far  more  common  in 
summer  than  in  winter.  The  sudden  onset,  the  absence  of 
any  known  exciting  cause,  and  the  fact  that  it  has  occurred 
endemically  suggest  an  infectious  origin. 

Pathology, — Microscopic  examination  of  the  cord  in 
early  cases  reveals  great  distention  of  the  vessels,  cellular 
infiltration  of  the  perivascular  spaces,  and  degeneration  and 
disintegration  of  the  ganglion  cells.  These  lesions  are 
probably  due  to  occlusion  of  certain  branches  of  the  anterior 
spinal  arter)'  by  thrombi  of  infective  origin. 

In  old  cases  the  lesions  found  consist  of  a  marked 
atrophy  of  the  anterior  horn,  an  absence  of  ganglion  cells, 
and  increase  of  the  neuroglia. 

The  motor  nerve-fibers  corrcsponditig  to  the  diseased 
segment  antl  the  muscle-fibers  innervated  by  these  nerves 
also  show  -tlegenerative  changes. 

Symptoms*— Generally  the  onset  is  abrupt;  often  the 
child  is  put  to  bed  in  apparent  health  and  in  the  morning  is 
found  paralyzed  in  one  or  more  limbs.  In  some  cases 
febrile  symptoms  precede  the  attack ^  and  more  rarely  the 
disease  is  ushered  in  with  a  chill,  a  convulsion,  or  delirium. 

The  paralysis  at  first  may  be  quite  extensive,  but  more 
commonly  it  confines  itself  to  certain  groups  of  muscles  in 
the  up[>er  or  lower  extremities.  The  latter  are  especially 
prone  to  suffer;  the  affected  muscles  are  relaxed,  and  the 
surface  is  cold  and  often  cyanosed.  The  paralysis  is  pecu- 
liar in  its  irregular  distribution  and  in  its  tendency  to  im- 
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prove  spontaneously  up  to  a  certain  limit  There  are  no 
sensory  disturbances,  no  involvement  of  the  bladder  and 
rectum,  and  no  ten  den  c\^  to  bed-sores.  The  muscles  that 
arc  i>ermaneotly  affected  rapidly  waste  and  ultimately  yield 
the  reactions  of  degeneration.  Permanent  deformity  often 
ensues  from  the  ratardation  of  growth  in  the  paralyzed 
limb  and  tlie  occurrence  cjf  contractures  in  the  unaffected 
muscles. 

Diagnosis. — The  abrupt  onset  will  distinguish  it  from 
both  the  muscular  dyatropliiea  and  clironic  poliomyelitis.  The 
absence  of  sensory  disturbances,  bed-sores,  and  paralysis  of 
the  bladder  and  rectum  will  distinguish  it  from  myeUtis. 
The  presence  of  cerebral  symptoms  and  of  exaggerated 
reflexes,  and  the  absence  of  reactions  of  degeneration  and 
of  early  wasting  will  distinguish  cerebral  paralysis  of  child- 
hood from  acute  pohomyelitis. 

Prognosis.— Unless  the  initial  symptoms  are  very  severe, 
the  prognosis  as  regards  life  is  good.  In  all  cases  some  of 
the  paralysis  disappears.  Occasionally  the  improvement  is 
so  great  that  the  usefulness  of  the  member  is  not  impaired ; 
but  far  more  frequently  the  residual  paralysis  is  sufficient  to 
cause  considerable  deformity  and  disability. 

Treatment. — During  the  acute  stage  the  child  should 
be  confined  to  bed.  Mild  laxatives  and  febrifuges  may  be 
used  with  some  advantage.  Ergot  is  often  given  with  the 
view  of  lessening  congestion,  but  it  is  of  doubtful  utiUty. 
The  aflfccted  Itmbs  should  be  wrapped  in  cotton-wool. 
After  the  lapse  of  two  or  three  weeks,  electric  treatment 
should  be  instituted.  As  faradism  generally  fails  to  elicit 
any  response,  recourse  must  be  had  to  an  interrupted  gal- 
vanic current.  One  pole  (cathode)  may  be  placed  over  an 
indifferent  point,  such  as  the  spine,  while  the  other  (anode) 
is  slowly  stroked  over  the  affected  muscles.  The  weakest 
current  that  will  cause  contraction  should  be  used.  The 
treatment  should  be  given  for  ten  minutes,  three  or  four 
times  weekly,  and  should  be  kept  up,  if  necessary,  for 
several  months.  Massage  is  a  valuable  adjuvant  to  electric 
treatment.  Local  bathing  with  shampooing  may  also  be  used 
witli  benefit.      Internally  strychnin  (j^  of  a  grain,  grad- 
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ualiy  increased,  to  a  child  of  two  years)  is  sometimes  use- 
ful. The  treatment  nf  the  latter  stages  of  infantile  paralysis 
is  chiefly  surgical,  and  has  for  its  object  the  prevention  or 
correction  of  deformities. 


CHRONIC    ANTERIOR    POLIOMYELITIS^PRa 
GRESSIVE  MUSCULAR  ATROPHY. 

(Chronic  Spinal  Muscular  Atrophy  of  Aran-Dueheimd.) 

Definition*— A  chronic  disease  characterized  anatomic-, 
ally  by  atrophy  of  the  gangHon-cells  in  the  anterior  gray 
horns  of  the  spinal  cord,  and  manifested  clinically  by  a 
progressive  wasting  of  the  muscles  and  a  corresponding 
loss  of  power. 

Etiology. — The  disease  is  much  more  commofi  in  males 
than  in  females.  It  occurs  most  frequently  in  adults 
between  the  ages  of  twenty  and  fifty.  Heredity  is  rarely  a 
factor.  Exposure,  overexertion,  mental  strain,  injury,  and 
syphilis  have  been  mentioned  as  causes. 

Pathology. —  Microscopic  examination  of  the  cord 
reveals  atropliy  or  entire  absence  of  the  ganglion  cells  in 
the  anterior  cornua  and  an  overgrowth  of  the  neuroglia. 
The  anterior  ner\'c- roots,  peripheral  motor  nerve-fibers,  and 
affected  muscles  also  show  degenerative  atrophy. 

In  addition  to  these  lesions,  there  is  often  sclerosis  of 
anterolateral  white  tracts  (amyotrophic  lateral  sclerosis). 

Symptoms. — The  onset  is  insidious.  The  muscles  of 
the  hand  ustially  suffer  first  The  thenar  and  the  hypo- 
thenar  eminences  and  the  interosseous  muscles  become 
more  flaccid  than  normal  and  gradually  waste.  Accom- 
panying the  atro[)hy  there  is  a  corresponding  loss  of  mus- 
cular power.  When  the  interossei  no  longer  afford 
opposition  to  the  lung  flexor  and  extensor  muscles,  the 
hand  assumes  a  claw-like  position  (maift  t-fi  gf'ifft'),  which  is 
quite  characteristic.  Fine  fibrillary  tremors  or  twitchings 
are  almost  invariably  present  in  the  affected  muscles.  After 
the  lapse  of  months,  perhaps  years,  the  wasting  and  paresis 
spread  to  the  muscles  of  the  shoulder  and  arm,  and  then 
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to  the  neck  and  trunk.  The  legs  are  usually  not  involved 
until  late,  and  often  escape  entirely.  Occasionally,  however, 
the  disease  begins  in  the  lower  extremities  or  back,  but  this 
is  rare.  In  the  late  sta;:;es  the  i)atient  may  be  reduced  to  a 
mere  skeleton.  Sometimes  the  process  extends  to  the 
medulla,  in  which  case  the  symptoms  of  bulbar  palsy  are 
superadded. 

There  may  be  some  complaint  of  coldness  or  of  dull 
pain,  but  sensatitjn  is  not  impaired.  The  deep  reflexes  are 
lost  m  the  affected  limbs  and  the  paralyzed  muscles  remain 
flaccid.  The  reactions  of  degeneration  arc  sometimes  pres- 
ent, but  more  often  there  is  simply  diminished  response 
first  to  the  faradic  and  then  to  the  galvanic  current.  The 
sphincters  are  not  involved. 

Diagnosis. —  Chronic  poliomyelitis  must  be  distin- 
guished  from  other  conditions  causing  slowl)'  progressing 
atrophy  and  weakness,  such  as  amyotrophic  lateral  sclerosis, 
muscular  dystrophy,   multiple  neuiitis,  and  syringomyelia. 

Amyotrophic  Lateral  Sclerosis.— In  this  disease  the  wasting 
\%  associated  with  spastic  rigidity  and  the  ten  don -reflexes 
are  exaggerated. 

Muscular  Dystrophy.— This  is  commonly  an  hereditary  or 
a  family  affection.  It  occurs  in  childhotjd  and  attacks  pri- 
marily large  muscles  {calf,  shoulder  girth,  or  face).  There 
is  no  fibrillary  twitching. 

Multiple  Neuritis. — In  this  disease  the  paralysis  precedes 
the  wasting.  Scnsoiy  s}'mptoms  are  usually  prominent, 
and  there  is  often  tenderness  along  the  nerve-trunks. 

Syringomyelia. — In  this  affection  the  atrophy  is  accom- 
panied by  exaggerated  reflexes,  peculiar  sensory  disturb- 
ances, and  trophic  changes  in  the  skin  and  joints. 

Prognosis  and  Treatment.— The  course  of  the  dis- 
ease is  ven'  slow  and  occasionally  marked  by  remissions. 
Death  may  result  from  invf>Ivement  of  the  respiratory 
muscles,  aspiration  pneumonia,  or  bulbar  palsy.  Treatment 
is  of  no  avail. 
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PRIMARY  SPASTIC  PARAPLEGIA. 

(Lateral  Sclerosis;   Anterolateral  Sclerosis.) 

I>efitlition.^A  chronic  disease,  characterized  by  gradual 
loss  of  power,  marked  exaggeration  of  the  reflexes,  and  a 
spastic  condition  of  the  muscles,  without  atrophy  or  sensory 
disturbances. 

Btiology. — The  etiology  is  obscure.  The  disease  usually 
develops  between  the  ages  of  twenty  and  forty.  Both  sexes 
are  equally  affected. 

Pathology,— A  primary  degeneration  of  the  lateral 
pyramidal  tracts  (terminations  of  the  upper  motor  neurons) 
is  assumed  to  be  tlie  anatomic  cause  of  the  disease. 

Symptoms*^ Loss  oi  power  is  generally  the  first  symp- 
tom. This  begins  in  the  lower  extremities  and  increases 
very  slowly.  The  knee-jerk  is  exaggerated,  and  in  most 
cases  ankle-clonus  can  be  elicited,  When  put  in  use,  the 
muscles  become  stiff  or  spastic,  and  when  the  disease  is 
fully  developed,  the  gait  is  peculiar.  In  walking  the  knees 
are  drawn  together;  the  legs  drag  behind,  and  the  toes  catch 
the  ground. 

The  muscles  do  not  waste,  but  tend  rather  to  become 
hypertrophied  from  continued  reflex  stimulation.  Sensory 
and  trophic  disturbances  are  absent,  and  the  sphincters  are 
only  rarely  affected. 

Diagnosis. — As  an  independent  affection  lateral  sclerosis 
is  rare,  spastic  paralysis  of  the  legs  generally  being  due 
to  ( I )  disi'ctscs  of  the  brain  involving  both  motor  tracts,  as  in- 
fantile cerebral  palsy  or  (2)  tiiscascs  of  the  spinal  cord  divid- 
ing tJu  lateral  columns,  such  as  multiple  sclerosis,  tumors 
of  the  cord,  compression  in  Pott's  disease,  transverse  myel- 
itis, CtC- 

Prognosis*^ — The  disease  is  incurable,  but  the  course  is 
extremely  slow. 

Treatment. — Rest,  warm  baths  (90°  F.),  and  massage 
are  the  most  useful  measures.  If  there  be  a  suspicion  of 
syphilis,  antiluetic  treatment  should  be  instituted. 
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AMYOTROPHIC  LATERAL  SCLEROSIS. 

Definition. — A  chronic  disease,  characterized  anatomi- 
cally by  degeneration  of  the  lateral  columns  and  atrophy 
of  the  ganglionic  cells  in  the  anterior  gray  horns  of  the 
spinal  cord,  and  clinically  by  loss  of  power,  atrophy,  and  a 
spastic  state  o(  the  muscles. 

Pathology,^ — The  chief  lesion  is  a  degeneration  of  the 
pyramidal  tracts,  with  atrophy  of  the  lar^e  cells  in  the  ven- 
tral horns  and  of  certain  groups  of  cells  in  the  medulla. 

Symptoms. — These  include  wasting  of  the  muscles, 
with  loss  of  power,  spastic  contractions,  and  exaggerated 
reflexes.     The  upper  extremities  are  usually  first  affected. 

When  the  medulla  is  involved,  symptoms  of  glossolabial 
paralysis  appear.  Sensation  is  not  impaired,  and  the  sphinc- 
ters are  rarely  disturbed. 

The  muscular  rigidity  and  exaggerated  reflexes  will  dis- 
tinguish it  from  pure  progresswe  muscular  atrophy,  and  the 
atrophy  of  the  muscles  from  pure  lateral  sclerosis. 

Prognosis. — Unfavorable,  Death  occurs  in  from  two 
to  ten  years. 

Treatment. — This  is  the  same  as  for  lateral  sclerosis. 

BULBAR   PARALYSIS. 

( Glossolab iolarymgeal  Paralysis . ) 

Definition. — Paralysis  of  the  lips,  tongue,  pharjTix,  and 
larynx  from  degeneration  of  the  motor  nuclei  of  the  me- 
dulla obloiv^ata. 

Etiology. — An  acute  form  is  observed  that  results  cither 
from  hemorrhage  or  from  an  acute  poliomyelitis  of  the  me- 
dulla. The  chronic  form  is  essentially  a  chronic  poliomye- 
litis of  the  bulb.  It  may  occur  a«s  an  independent  disease, 
but  more  often  it  is  a  part  of  amyotrophic  lateral  sclerosis 
or  progressive  muscular  atrophy. 

Symptoms. — These  include  impairment  of  speech  ;  in- 
ability to  protrude  the  tongue;  dribbliaor  of  saliva;  diflicult 
swallowing;  choking  spells  from  the  entrance  of  food  or 
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mucus  into  the  larj'iix ;  partial  suppression  of  the  voice 
with  measured  speaking ;  and  a  lack  of  facial  expression. 
The  paresis  is  attended  by  atrophy  and  fibrillary  tremors. 

In  the  rare  disease  known  as  pseudobulbar  paralysis, 
which  results  from  bilateral  lesions  in  the  motor  cortex  or 
internal  capsule,  there  is  usually  some  mental  impairment 
and  aphasia,  and  the  paralysis  is  not  accompanied  by 
atrophy  and  fibrillary  tremnrs. 

Prognosis. ^ — ^Unfavorable,  The  acute  variety  is  speedily 
fatal ;  the  chronic  form  may  last  several  years,  Death  may 
result  from  exhaustion,  cardiac  failure,  or  aspiration -pneu- 
monia. 

Treatmetit,^ — This  is  unsatisfactory.  Massage  and  elec- 
tricity may  be  tried.  Strychnin  has  been  recommended. 
The  stomach-tube  should  be  used  when  the  patient  is  unable 
to  swallow. 


AOJTE  ASCENDING  PARALYSS 
(LandiT'a  Disease.) 

Definition,— 'An  acute  disease  of  rare  occurrence,  char- 
acterized by  motor  paralysis  beginning  in  the  feet  ^nd 
rapidly  spreading  until  it  involves  the  muscles  of  respira- 
tion and  deglutition. 

Etiology. — The  causes  are  unknown.  It  is  usually  ob- 
served in  young  male  adults.  The  abrupt  onset,  acute 
course,  and  absence  of  known  cause  and  of  definite  lesions 
have  suggested  toxic  origin. 

Pathology. — In  a  few  instances  degenerative  changes 
have  been  detected  in  the  lower  motor  neurons. 

Symptoms. — Febrile  symptoms  usually  usher  in  the 
attack.  The  paralysis  begins  in  the  legs  and  involves  suc- 
cessively the  trunk,  upper  extremities,  and  muscles  of 
respiration  and  deglutition.  The  reflexes  are  abolished. 
The  sphincters  are  retentive  ;  sensation  is  usually  normal, 
but  there  may  be  some  paresthesia  ;  the  muscles  are  relaxed, 
but  do  not  waste  or  yield  the  reactions  of  degeneration. 
In  some  instances  the  spleen  and  lymphatic  glands  are 
swollen. 
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Diagnosis. — Acute  Myelitis. — Anesthesia,  wasting^,  reac 
tions  of  degeneration,  and  early  involvement  of  the  sphinc- 
ters win  serve  to  distinguish  myelitis  from  acute  ascending 
paralysis. 

Multiple  neuritis  can  usually  be  distinguished  from  Landry  s 
disease  by  the  marked  sensor)'  disturbances  in  the  former. 

Prognosis.— Unfavorable.  The  vast  majority  of  cases 
terminate  fatally  in  fn>m  a  few  days  to  two  or  three  weeks. 
Ver>^  rarely  the  disease  comes  to  a  standstill  and  a  slow 
recovery  ensues. 

Treatment.— The  patient  should  be  kept  at  rest,  and 
wet  Clips  applied  to  the  spine.  Krgotin  ( [o  to  20  grains  a 
day),  belladonna,  salicylates,  mercury*  and  iodids  are  the 
remedies  that  have  been  recommended. 


LOCOMOTOR  ATAXIA- 

(Tabes  Dorsalis  ;  Posterior  Spinal  Sclerosis.) 

Definition. — A  degenerative  affection  of  the  posterior 
columns  of  the  spinal  cord  and  posterior  nerve-roots,  char- 
acterized by  incoordination,  loss  of  deep  reflexes,  disturbances 
of  sensation  and  nutrition,  and  various  ocular  phenomena. 

Etiology. — The  disease  occurs  most  frequently  between 
the  ages  uf  thirty  and  fifty.  It  is  ten  times  more  common 
in  men  than  in  women.  Syphilis  appears  to  be  the  exciting 
cause  of  at  least  three-fourths  of  all  cases.  Exposure,  ex- 
cesses, overexertion,  ant!  alcoholism  are  contributing  factors. 

Pathology. — The  pia  mater  over  the  posterior  columns 
is  somewhat  thickened  and  opaque.  The  posterior  columns 
have  a  grayish  color  and  are  firm  and  shrunken. 

Microscopic  examination  reveals  atrophy  of  the  nerve- 
fibers  and  overgrowth  of  neuralgia  \n  the  columns  of  Goll 
and  Burdach.  The  posterior  nerve-roots  are  invariabl)'  de- 
generated. The  spinal  ganglia  may  or  may  not  be  in- 
voK^ed.  In  many  cases  the  sensory  nerves  of  the  peri[)hery 
and  the  cranial  nerves,  especially  the  optic,  exhibit  degen- 
cradve  changes. 

Symptoms. — Motor  Phvwwn'm. — One  of  the  earliest 
symptoms  is  loss  of  coordination.     This  is  first  manifested 
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by  unsteadiness  when  the  patient  walks  in  the  dark.  When 
he  stands  erect,  with  the  eyes  closed  and  fcLt  together,  he 
staggers  and  tends  to  fall  (Romberg's  symptom).  When 
the  arms  are  atlected,  there  ts  inability  to  |:>crform  work  re- 
quiring delicate  coordination,  such  as  writing  and  piano- 
playing.  This  loss  of  coordination  in  the  upper  extremities 
becomes  conspicuous  when  the  patient,  while  his  eyes  are 
closed,  attempts  to  touch  the  tip  of  liis  nose. 

The  gait  IS  characteristic ;  in  walking  he  raises  his  feet 
high,  throws  them  forward,  and  brings  them  down  forcibly 
in  such  a  way  that  the  whole  sole  strikes  the  floor  at  once. 
Although  the  [>atient  may  be  unable  to  walk  or  to  use  his 
hands  with  precision,  there  is  v^ery  little  loss  of  power.  A 
peculiar  relaxation  of  the  muscles  with  an  unusual  mobility 
of  the  joints  (hypotonia)  is  not  uncommon. 

Sensory  Phtmiymt-na, — Pain  is  rarely  absent ;  it  is  sharp 
and  lancinating  in  character,  and  apjiears  in  paroxysms.  It 
usually  involves  the  extremities,  but  sometimes  it  attacks  the 
stomach  and  is  accompanied  with  obstinate  vomiting.  The 
term  gastric  crisis  is  applied  to  tliis  phenomenon.  Crises 
may  also  occur  in  other  organs,  notably  the  larynx,  where 
they  are  manifested  by  intense  dyspnea  and  stridulous 
breathing, 

A  sense  of  constriction  about  the  trunk  at  different  levels 
(••  girdle  sensation  *')  is  a  common  sensory  syniptv>m.  Various 
forms  of  piiresthesia  are  observed^  such  as  tingling,  numb- 
ness, burning,  etc.  Irregular  areas  of  anestliesia  are  nearly 
always  present.  The  muscle-sense  is  also  more  or  less  im- 
paired. 

Rt'jfi'x  Phenomena. — The  knee-jerk  is  lost  early  in  the 
disease.  Later  other  reflexes,  such  as  the  plantar,  cremas- 
teric, and  abdominal,  may  be  abolished. 

Eye  Pile  name  na, — The  pupil  fails  to  respond  to  light  while 
it  still  accommodates  for  distance  (Argyll-Robertson  pupil). 
The  pupils  arc  usually  small.  Optic-nerve  atrophy  and 
paresis  of  the  ocular  muscles  are  frequent  symjitoms. 

Visceral  Phenomena,— A'pcivt  from  the  crises  already  men- 
tioned, there  may  be  incontinence  of  urine,  constipation,  or 
paralysis  of  the  sphincter  ani,  and  loss  of  sexual  power. 
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Trophic  Phcftomenti^—Th^s^  usual!)'  ap[>ear  late.  The 
most  curious  arc  tlie  so-called  arthropathies,  which  consist 
of  enlargement  of  the  joints,  associated  with  serous  efifusions, 
atrophy  of  the  heads  of  the  boiic.  crosfori  of  the  cartilages, 
and  calcification  of  the  ligaments.  These  articular  changes 
sometimes  lead  to  luxations.  Occasionally  a  perforating 
ulcer  appears  in  the  foot. 

Mt'fitai  Phemmit'fia. — ^In  many  cases  symptoms  of  paretic 
dementia  ultimately  supervene, 

Diag^nosis. — Hultipk  Neuritis,— In  this  disease  the  onset 
i^  rapid,  eye-symptoms  and  lightning  pains  arc  absent,  the 
bladder  is  rarely  affected ;  while,  on  ihc  other  hand,  there 
is  an  actual  loss  of  muscular  power,  with  wasting  of  the 
mviscles  and  diminished  electric  excitability. 

Cerebellar  Disease,— In  lesions  of  the  cerebellum  the  knee- 
jerks  are  usually   retained,  the  pupils  react  to  light,  hghl- 
ning   pains    and    other  sensory   disturbances   are  wanting,^ 
while  headache,   vertigo,  optic    neuritis,  and  vomiting  arc; 
prominent  symptoms, 

(Jastralgia.^ — A  gastric  crisis  may  be  mistaken  for  gas- 
tralgia,  but  the  associated  phenomena  of  locomotor  ataxia 
will  prevent  an  error  in  diagnosis. 

Prognosis. — Complete  recovery  probably  never  occurs. 
The  duration  ranges  from  three  to  twenty  years.  Death  i& 
usually  the  result  of  some  intercurrent  disease. 

Treatment. — Rest  is  an  important  factor  in  the  treatment 
Erb  advises  that  the  patient  should  live  as  if  he  were  an 
old  man,  quietly,  regularly,  and  with  no  excitement.  Mental 
fatigue  should  also  be  avoided.  Sexual  excesses  are  exceed- 
ingly injurious.  The  diet  should  be  nutritious  and  easily 
digestible.  Alcohol  and  tobacco  should  be  used  sparingly, 
if  at  all.     Flannel  should  always  be  worn  next  to  the  skin. 

Massage  affords  a  valuable  means  of  securing  the  benefits 
of  exercise  without  the  expenditure  of  energy. 

Systematic  reeducation  of  coordinatmg  movements,  as 
originally  recommended  by  Frenkcl,  has  been  found  a  most 
cITcctive  remedy  for  the  ataxia.  Even  in  advanced  cases,  in 
which  there  is  marked  disturbance  of  sen.sation,  this  method 
of  treatment  is  not  without  benefit,  and  the  improvement 
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Jt  for  years  if  the  disease  is  stationary'  or  only  slowly 
progressive. 

Tepid  baths  of  8o°-85°  F.  are  sometimes  of  distinct  ser- 
vice. They  should  be  suspended,  however,  while  the  exer- 
cise treatment  is  being  used.  Mercury  and  iodids  should 
be  given  a  thorough  trial  in  all  cases  in  which  syphilis  is 
suspected. 

77/t'  Pains. — When  the  pains  are  severe,  the  most  potent 
remedial  measure  is  absolute  rest  in  bed.  Ught  touches  of 
the  actual  cautery  or  sinapisms  over  the  root  of  the  nerve 
supplying  the  alTcctcd  part  often  atiTord  relief  Deep  massage 
is  sometimes  of  service.  Mitchell  has  found  the  alternate 
apphcation  of  ice  and  hot  water  useful  Flannel  bandages 
applied  firmly  from  the  toes  up  to  the  middle  third  of  the 
thigh  sometimes  do  much  good.  A  snugly  fitting  abdominal 
binder  may  also  be  used  to  lessen  girdle  pain.  Electricity 
in  the  form  of  the  faradic  brush,  static  spark,  or  stabile  gal- 
vanic anode  is  worthy  of  a  trial. 

The  most  generally  useful  anodynes  are  phenacctin  and 
antipyrin.  Cai^nabis  indica  or  nitroglycerin  occasionally 
succeeds. 

In  many  cases  recourse  must  be  had  to  morphin,  but  its 
use  should  be  deferred  as  long  as  possible. 

Numbnvss  and  panslhi'siu  often  yield  for  a  time  to  local 
applications  of  faradism  given  with  the  wire  brush. 

Viniciii  wiukncss  should  receive  the  most  careful  attention. 
The  bladder  must  be  thoroughly  emptied — if  need  be,  by 
catheterization.  On  the  first  appearance  of  cystitis  the 
bladder  should  be  thoroughly  washed  out  with  weak  anti- 
septic solutions. 


ATAXIC  PARAPLEGIA. 

Befinition,— A  sclerotic  affectiun  of  the  po.sterior  and 
lateral  columns,  manifesting  symptoms  of  both  locomotor 
ata.xia  antl  spastic  jjaraplegia. 

Symptoms. — It  resembles  spastic  paraplegia  in  the  loss 
of  power,  spastic  condition  of  the  muscles,  increased  re- 
flexes, and  absence  of  ocular  and  sensory  disturbances ;  and 
locomotor  ataxia  in  the  distinct  loss  of  coordination. 
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DIS^MINATED  CEREBROSPINAL  SCLEROSIS. 

(Multiple  Sclerosis;  Insular  Sclerosis.) 

Definitioii, — A  chronic  disease,  characterized  anatoml^ 
cally  by  patches  of  sclerosis  of  varying  size  scattered  through- 
out the  brain  aod  spinal  cord, 

Etlology.^ — The  causes  that  lead  to  other  scleroses  of 
the  spinal  cord  may  induce  this  disease;  the  infectious 
fevers,  however,  are  assigned  a  prominent  place  in  its  eti- 
ology. It  is  a  disease  of  youtli,  the  majority  of  cases  oc- 
curritig  tictwceri  the  tenth  and  thirtieth  years. 

Patholog^y. — Areas  of  firni»  gray,  sclerotic  tissue,  of 
various  sizes  and  shapes,  are  found  through  the  brain  and 
spinal  cnrd. 

Sytttptoms.^The  symptoms  develop  slowly  and  arc 
vari.ible.  The  most  characteristic  are  :  ( i.)  A  coarse  tremor, 
which  affects  chiefly  the  arms  and  head,  which  is  brought 
on  by  muscular  effort,  and  which  ceases  during  complete 
rest  (volitional  or  intention  tremor) ;  (2)  nystagmus,  orosdl- 
lation  of  the  eye-balls;  (5)  slow,  jerky,  .scanning  speech; 
(4)  weakness  of  the  legs,  with  rigidity  of  the  muscles  and 
increased  knee-jerks.  In  addition  there  may  be  vertigo, 
mental  impairment,  optic  atrophy,  incontinence  of  urine^and 
epileptiform  or  apoplectiform  seizures. 

Pare.sthcsia  is  sometimes  present,  but  anesthesia  is  rare. 
Trophic  disturbances  arc  very  uncommon.  The  course 
is  long,  from  2  to  20  years,  and  remissions  not  rarely 
occur. 

I>iag;tlOSis. — ^Paralysis  Agitans. — In  this  disease  the  mask 
like  face,  attitude,  and  gait  are  characteristic.  The  tremor 
decreases  during  effort  and  persists  during  repose ;  nystag- 
mus and  scanning  speech  arc  absent.  NtsUr/a  may  sim- 
ulate multiple  sclerosis,  but  it  does  not  present  nystagmus, 
optic  atrophy,  or  bladder  disturbances. 

Treatment. — The  general  treatment  is  the  same  as  that 
of  posterior  sclerosis.  Bromids,  hyoscin,  hyoscyamin,  and 
belladonna  have  been  recommended  for  the  tremors. 
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HEREDITARY  ATAXIA* 

iFriedrdich's  Ataxia.) 

Definition,— A  family  disease,  characterized  anatomically 
by  sclerosis  of  the  lateral  and  posterior  columns  of  the 
spinal  cord,  and  clinicafly  by  symptoms  resembling;  those 
of  locomotor  ataxia. 

Etiology *^ — The  disease  most  frequently  develops  be- 
tween the  second  and  fifteenth  years,  and  usually  attacks  a 
number  of  individuals  in  the  same  fiimily.  Some  cases  can 
be  traced  to  heredity;  in  others  no  cause  can  be  ascertained. 

Patholog'y.— The  chief  lesion  \s  a  sclerosis  of  the  lateral 
and  posterior  columns  of  the  spinal  cord. 

Symptoms.— The  characteristic  symptoms  are  :  Ataxia 
of  all  purposeful  movements  ;  loss  of  the  knee-jerks  ;  irregu- 
lar jerking  movements  of  the  hands;  muscular  weakness; 
nystagmus;  a  scanning  speech;  lateral  spinal  curvature, 
and  deformity  of  tlie  feet,  t^enerally  talipes  equinus  with  ex- 
tension of  lire  bi^  toe. 

It  differs  from  locomotor  ataxia  in  the  absence  of  sharp 
pains,  of  anesthesia,  of  the  Argyll- Robertson  pupil,  and  in  the 
occurrence  of  nystaii^mus,  scanning  speech,  and  deformities. 

Prognosis  and  Treatment. — Unfavorable.  The  course 
is  extremely  slow.     Treatment  is  of  no  avail. 


SYRINGOMYELIA. 

Definitiotl. — A  chronic  affection  of  the  spinal  cord,  char- 
acterized anatomically  by  the  foiTnation  of  a  cavity  in  its 
substance,  and  clinical iy  by  atrophy  of  certain  muscles, 
peculiar  disturbances  of  sensation,  and  various  trophic  dis- 
orders. 

Etiology. — ^It  is  much  more  common  in  males  than  in 
females.  Ktghty  per  cent,  of  the  cases  occur  between  the 
ages  of  ten  and  forty  years.  Traumatism  or  one  of  the 
infectious  fevers  may  excite  it. 

Pathology,^ — The  disease  begins  as  an  overgrowth  of 
the  enibr>'onic  neuroglia.  Tiie  cavity-formation  is  a  second- 
ary  process,  and  is  brought  about  by  degeneration  of  the 
gliomatous  tissue,  or  possibly  in  some  instances  by  hemor- 
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rhage.  The  cervical  and  upper  dorsal  regions  arc  the  usual 
seats  of  the  lesion.  Tlie  cavity  lies  in  the  gray  matter,  and 
may  be  in  the  position  of  the  central  canal  or  somewhat  pos- 
terior to  it.  Secondar)^  degenerations  are  frequently  ob- 
served in  the  anterior  or  posterior  horns  or  m  the  anterior 
or  posterior  columns. 

Symptoms. — The  disease  usually  attacks  the  upper  ex- 
tremities, the  chief  symptoms  being  wasting  of  the  muscles ; 
fibrillary  tremors ;  loss  of  painful  and  thermic  sensations, 
while  tactile  sensation  is  preserved  or  but  slightly  affected 
(dissociation  symptom)  \  lateral  spinal  curvature;  and  various 
trophic  disturbances,  such  as  arthropathies ^  fissures,  ulcers, 
and  gangrene.  Such  eye  symptoms  as  nystagmus,  in- 
equality of  pupils,  and  narrowing  of  the  visual  fields  are 
frequently  observed.  In  many  instances  symptoms  of  lat- 
eral sclerosis,  posterior  sclerosis,  or  bulbar  disease  are  super- 
added, 

The  distinctive  features  of  Monmfi's  disease  (probably  a 
form  of  syringomyelia)  are  tactile  anesthesia  and  painless 
felons. 

Diagnosis. — Cervical  pachjrmeningitis  is  more  painful,  and 
the  anesthesia  includes  tactile  sensation.  In  progressive  muB- 
CTilar  atrophy  and  amyotropliic  lateral  sclerosis  sensor}^  symp- 
toms arc  wanting.  Leprosy  may  be  recognized  by  loss  of 
tactile  sensation,  discoloration  of  skin,  nodular  swellings,  and 
presence  of  bacilli  in  the  secretions  of  the  nose  and  eyes  and 
in  the  serum  of  blisters. 

Prognosis. — ^Unfavorable.     The  duration  is  from  five  to 
twenty  years. 
,  Treatment.  ^ — This  is  necessarily  symptomatic. 

CAISSON  DISEASE. 

(Divers'  Paralysis.) 

Definition. — A  condition  observed  in  divers  and  others 
subjected  to  increased  atmospheric  pressure,  and  character- 
ized by  motor  and  sensor)'  paralysis  and  other  ner\'ous 
symptoms. 

Btiology. — A  pressure  of  more  than  two  atmospheres  is 
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required  to  produce  the  paralysis,  and  the  time  elapsing^ 
before  its  appearance  lessens  as  the  pressure  increases. 

Pathology. — The  symptoms  have  been  ascribed  by  some 
to  the  hbcratiuii  in  the  cord  of  gases  that  have  been  absorbed 
by  the  blood  during  exposure  to  the  high  pressure  ;  by  others, 
to  stasis  oJ  blood  and  edema.  The  cord  is  found  congested 
and  sometimes  the  seat  of  hemorrhages. 

Symptoms. ^ — The  condition  may  manifest  itself  immedi- 
ate!)' on  reaching  the  surface  or  after  the  lapse  of  several 
hours.  The  most  important  phenomena  are  pains  in  the 
joints,  followed  by  motor  and  sensory  paralysis  in  the  lower 
extremities.  The  bladder  and  rectum  arc  sometimes  in- 
volved. Occasionally  the  paralysis  takes  the  form  of  a 
hemiplegia  instead  of  a  paraplegia.  Gastralgia  and  vomiting 
are  common  s)'mptoms.  In  severe  cases  coma  develops  and 
death  follows  in  a  few  hours.  Generally,  however,  the 
symptoms  gradually  subside,  and  the  power  is  fully  restored 
in  the  course  of  a  few  days  or  a  few  weeks. 

Treatment. — As  a  preventive  measure,  the  transition 
from  high  to  low  pressure  should  be  accomplished  grad- 
ually.    Marked  cases  should  be  treated  as  acute  myelitis. 


DISEASES  OF  THE   NERVES. 

I^TEURITIS. 

Defiiiitioii. — Inllammation  of  ner\^es. 

Etiology. — (1)  It  may  result  from  traumatism— blows^ 
wounds,  or  compression.  (2)  It  may  be  due  to  exposure  to 
cold  and  wet.  (3)  It  may  be  secondary  to  inflammation  of 
adjacent  structures.  (4)  It  maybe  secondary  to  rheumatism, 
gout,  syphilis,  or  one  of  the  infectious  fevers. 

Pathology. — The  sheath,  interstitial  ct)nnective  tissue,  or 
fibers  may  be  indcpcntlently  affected,  but,  as  a  rule,  all  parts 
of  the  nerve  are  involved.  When  the  process  is  acute,  the 
nerve  is  red  and  swollen,  and  microscopic  examination  re- 
veals an  infiltration  of  leukocytes,  with  more  or  less  granular 
degeneration  of  the  fibers, 

Jn  chronic  ncttritis  the  nerve-trunk  is  gray,  shriveled^  and 
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hard,  aiui  microscopic  examination  shows  an  overgrowth  of 
connective  tissue  and  granular  degeneration  of  fibers. 

Sjrtnptoms  of  Acute  Neuritis, — There  are  three  sets 
of  phenomena — sensory,  motor,  and  trophic. 

Sensory  Svm/>fffms.— There  is  severe  piiin  following  the 
course  of  the  alTected  nerve,  which  is  tender  to  the  touch. 
The  pain  is  often  associated  witli  various  manifestations  of 
[paresthesia,  such  as  burnint^^  numbness,  tingling,  and  the 
like.  The  part  is  at  first  hypercsthctic,  but  later  it  is  more 
or  less  anesthetic. 

Motor  Sympfoms. — Muscular  power  is  impaired;  there 
may  be  fibrillar  tremors;  the  reflexes  are  diminished  or  lost. 

Tropkk  Symffhrnts, — An  eruption  of  herpes  sometimes  fol- 
lows the  affected  ner\*cs.  Tlie  skin  may  become  glossy  and 
the  nails  Uisterless  and  brittle.  In  advanced  cases  there  are 
wasting  of  muscles  and  impaired  electrocontractility.  Occa- 
tsionally  effusion  into  the  joints  is  observed. 

In  severe  cases  there  may  be  febrile  symptoms. 

Chronic  neuritis  is  characterized  by  pain,  anesthesia, 
paresis,  atrophy  and  contracture  of  the  muscles,  reactions 
of  degeneration,  "  glossy  skin,"  and  thickening  and  brittlc- 
ness  of  the  nails, 

Diagfnosis. — Neuritis  may  be  mistaken  for  neuralgia; 
but  in  the  latter  the  pain  is  paroxysmal  and  is  unassociatcd 
with  tenderness  along  the  course  of  ihe  nerve,  paresthesia, 
anesthesia,  paresis,  and  changes  in  the  electrocontractility. 

Prognosis, — ^In  acute  cases  the  prognosis  is  guardedly 
favorable ;  the  duration  is  from  a  few  days  to  several  weeks. 
In  chronic  neuritis,  after  the  development  of  marked  trophic 
changes,  the  prognosis  is  grave. 

Treatment.^ — The  cause  should  be  ascertained,  and,  i{ 
possible,  removed.  In  rheumatism,  alkalis  and  salicylates 
are  indicated.  In  syphilis,  iodid  of  potassium  should  be 
administered  in  large  doses.  The  part  should  be  put  at  rest 
For  the  pain,  sedative  lotions  (lead-water  and  laudanum), 
warm  fomentations,  or  small  blisters  may  be  applied  to  the 
affected  parts,  and  morphin  adnnnistered  hypodcrniically. 
When  morphin  is  contraindicated,  salicylic  compounds  or 
phenacetin  may  be  employed  in  its  stead.     Such  a  combjna- 

m  as  the  following  is  often  efficacious  : 
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R.      Acetanilidi .3) 

Sftlopheii     ,    .        ,  .  3»S4> 

Corteinii!  sulphii(is  ,    .    .    .    ,  gr.  ij. 

Fiant  chiinula"  No.  xij. 

Sjg. — <_)fic  every  ihrcc  or  four  hours. 
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After  the  acute  symptanis  have  subsided  massage  and  elec- 
tricity should  be  resorted  to,  in  order  to  restore  the  func- 
tions of  the  nerve. 


MULTIPLE  NEURITIS 

Definition.— Ill tlLinmiation  of  several  nerve-trunks  re- 
siillini;  from  a  f^cneral  cause,  and  characterized  by  pain, 
paresthesia,  anesthesia,  paresis,  and  muscular  atrophy. 

Etiology, — ^Thc  disease  may  result  from  (t)  exposure 
to  cold  and  wet :  (2)  specific  infections,  such  as  diphtheria, 
influenza,  measles,  rheumatism,  etc.;  (3)  certain  poisons  de- 
rived from  without,  such  as  alcohol,  lead,  arsenic,  carbon 
monoxid,  sulphonah  etc, ;  (4)  certain  auto-intoxications,  such 
as  occur  in  gout  and  diabetes;  (5)  malnutrition,  as  in  ad- 
vanced arteriosclerosis.  In  the  Orient  multiple  neuritis  oc- 
curs as  an  endemic  disease  {btri-biri  or  kaklr)  which  is  prob- 
ably of  microbic  origin. 

Symptoms. — The  acute  form  is  characterized  by  chilli- 
ness, moderate  fever  (t02  ^-103  '-'  F.),  pains  in  the  head  and 
back,  anorexia,  constipation,  and  the  following  local  phe- 
nomena :  pain,  numbness,  and  tingling  in  the  affected  limbs, 
loss  of  power,  especially  in  the  legs  and  extensor  muscles 
of  the  wrist,  tenderness  over  the  ner\'e-trunks,  abolition  of 
reflexes,  and  more  or  less  anesthesia. 

iJcath  may  occur  within  one  or  two  weeks  from  cardiac 
or  respiratory  paralysis.  Generally,  however,  recovery  fol- 
lows in  from  a  few  weeks  to  several  months. 

Chronic  rorm. — Sensory  symptoms  are  [prominent.  Numb- 
ness, tingling,  hyperesthesia,  and  intermittent  pains  appear 
early  and  arc  fol lowed  by  some  anesthesia,  especially  of  the 
legs  and  hands.     The  nci*ve-trunks  are  sensitive. 

Motor  Symptoms, — Weakness  of  the  legs  and  forearms 
develops  rapidly.  The  typical  paresis  is  foot-drop  and  wrist- 
drop. The  spliincters  are  not  affected.  The  knee-jerks  are 
lost.     As  a  rule  the  paralyzed  muscles  do  not  respond  to 
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the  faradic  current,  but  yield  tlie  reaction  of  degeneratioti 
with  the  galvanic  current.  If  the  patient  is  able  to  walk,  hi* 
gait  is  characteristic.  To  avoid  dragging  his  toes,  he  raises 
the  foot  high,  throws  it  suddenly  forward,  and  brings  it  down 
flat  on  the  floor,  as  if  walking  over  obstacles  (steppage  gait). 

Viisomofor  umi  Trophic  Distttrbatuts. — The  paralyzed 
nuiscles  are  flabby  and  soon  waste.  Edema  of  the  feet  and 
hands,  and  local  sweating  are  often  seen.  Changes  in  the 
nails  are  common.     Bedsores  do  nut  appear. 

Mental  Symptoms. — Delirium  with  hallucinations  and 
illusions  are  frequently  observed  m  the  alcoholic  type. 

Diagnosis. — Locomotor  Ataxia. — The  absence  of  the 
lightning-pains,  girdle  sensation,  Argyll-  Robertson  pupil,  and 
the  presence  of  paralysis,  wasting,  and  neural  tenderness  will 
serve  to  tlistinguish  multiple  neuritis  from  locomotor  ataxia. 

PrOg^OSis.^ — Recovery  usually  occurs  in  time,  when  the 
cause  can  be  removed. 

Treatment. —  Fhis  is  the  same  as  for  localized  neuritis. 


SCIATICA. 

Definition,  =-Pain  along  the  sciatic  nerve,  usually  result- 
ing from  neuritis. 

Htiology. — It  is  usually  primary,  developing  in  rheu* 
matic  or  gouty  persons  after  exposure  to  cold  and  wet. 
Some  cases  owe  their  origin  to  syphilis.  Occasionally  it  is  a 
secondary  condition  resulting  from  the  presence  of  an  intra- 
pelvic  growth  or  from  caries  of  the  bone  in  hip-joint  disease. 

Symptoms. — The  disease  may  begin  abruptly  or  gradu- 
ally, and  is  characterized  by  a  sharp  shooting  pain  running 
down  the  back  of  the  thigh.  Movement  of  the  limb  intensi- 
fies the  suffering.  The  pain  may  be  uniformly  distributed 
along  the  course  of  the  nerve,  but  not  infrequently  there  are 
certain  spots  where  it  is  more  intense.  Subjective  sensa- 
tions, such  as  tingling  and  numbness,  are  often  noted.  The 
nerve  may  be  extremely  sensitive  to  touch.  The  symptoms 
grow  worse  at  night  and  on  the  approach  of  stormy  weather. 
The  duration  of  the  attack  varies  from  a  few  days  to  several 
months.  In  long-standing  cases  the  muscles  become 
atrophied  and  rigid. 
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Dia^OSis^ — -Coxalgia. — \w  this  affection  the  pain  Is 
most  marked  in  the  hip-  and  knee-joints  ;  pressure  over  the 
trochanter  elicits  pain  ;  and  the  nerve  is  not  tender  to  tlie 
touch. 

Prognosis. — Recovery  follows  in  the  majority  of  cases 
when  treatment  is  instituted  early  and  is  persistently  carried 
out.  In  some  cases  relapses  occur  frequentiy,  and  finally 
the  pain  becomes  more  or  less  continuous. 

Treatment. ^ — The  first  indication  is  to  remove  the  cause. 
In  acute  cases  rest  in  bed  is  essential.  In  severe  cases  the 
limb  should  be  immobilized  by  means  of  salt  bags  or  a  long 
straight  splint.  Free  evacuation  of  the  bowels  should  be 
secured  m  order  to  deplete  the  pelvic  veins.  When  there  is 
a  history  of  rheumatism  or  the  attack  has  been  induced  by 
cold,  salicylates  should  be  given  in  full  doses.  When  there 
\s>  reason  to  susjiect  syphilis,  iodids  should  be  given  a  fair 
trial.  Irrespective  of  the  cause,  phenacetin  or  antipyrtn  may 
be  useful  in  relieving  pain.  Counterirritation  often  affords 
much  relief  When  the  pain  is  very  severe,  this  is  best 
accomplished  by  means  of  small  blisters  or  light  touches  of 
the  actual  cautery  applied  over  the  points  of  greatest  ten- 
derness. In  some  cases  acupuncture  acts  very  satisfactorily. 
In  milder  cases  the  Scottish  douche — in  which  a  stream  of 
warm  water  of  gradually  increasing  temperature  is  directed 
on  the  course  of  the  nerve  until  the  pain  subsides,  when  it 
is  suddenly  changed  for  a  cold  jet — is  an  efficient  remedy. 
Agonizing  pain  must  be  relieved  by  injections  of  cocain  (\ 
grain),  chloroform  (5  to  10  minims),  guaiacol  (2  to  3  minims), 
or  morphia  (  J-  to  }  grain),  made  deeply  and  as  near  to  the 
nerve  as  possible.  Morphia  should  be  withheld  as  long  as 
possible.  In  some  cases  deep  injections  of  distilled  water 
act  remarkably  well.  Massage  is  indicated  only  when  the 
acute  symptoms  have  subsided,  and  should  then  not  be  too 
energetic 

FACIAL  PARALYSIS. 
(BeU's   Palsy.) 

Etiology* ^Paralysis  of  one  side  of  the  face  may  result ; 
(1)  From  a  tumor,  clot,  or  abscess  involving  the  facial  center 
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on  the  cortex  of  the  brain  or  the  nucleus  of  the  facial  nerve ; 
(2)  from  the  pressure  of  inflammatory  exudate  on  the  nerve- 
trunk  between  the  brain  and  the  skull ;  (3)  from  paralysis 
of  the  nerve  within  the  petrous  portion  of  the  temporal 
bone,  excited  by  a  fracture  or  by  an  extension  of  inflamma- 
tinn  of  the  middle  ear ;  (4)  from  inflammation  of  the  periph- 
eral filaments,  excited  by  exposure,  injury,  rheumatism,  or 
one  of  the  infectious  fevers. 

Sytnptoms, — The  side  affected  is  expressionless ;  the 
natural  lines  are  obliterated;  the  angle  of  the  mouth  droops; 
tlie  eye  cannot  be  closed ;  tears  ^ow  qwqt  the  cheek  ;  and 
speech  is  affected  from  an  inability  to  pronounce  the  labials. 
When  the  patient  attempts  to  laugh  or  whistle,  the  absence 
of  movement  on  the  affected  side  becomes  stifl  more  con- 
spicuous. In  peripheral  neuritis  the  reflexes  are  abolished ; 
and  wlien  the  nerve  is  involved  in  the  temporal  bone,  there 
may  be  a  loss  of  taste  in  the  anterior  part  of  the  tongue. 

Diagnosis. — When  the  lesion  is  supranuclear  the  upper 
muscles  of  the  face  (orbicularis-  palpebrarum  and  frontalis) 
usually  escaj>e,  voluntary  movements  arc  more  impaired 
than  emotional  movements,  electric  reactions  are  normal^ 
and  there  is  generally  hemiplegia. 

When  the  lesion  is  nuclear  or  infranuclear  all  the  muscles 
of  one  side  of  the  face,  including  those  of  the  forehead  and 
eye,  are  invoh^ed,  both  emotional  and  voluntary'  movements 
are  lost,  and  the  electric  reactions  are  altered  in  character. 
In  nuclear  lesions  other  cranial  nerves  are  usually  involved 
with  the  facial.  In  pontine  lesions  there  is  often  paralysis 
of  the  limbs  on  the  side  opposite  to  the  facial  palsy  (crossed 
paralysis).  When  the  nerve  is  involved  within  the  Fallopian 
canal  there  is  frequently  loss  of  taste  in  the  anterior  part  of 
the  tongue  nn  the  paralyzed  side. 

Prognosis. — The  progn« >sis  will  vary  with  the  cau.se.  It 
sh-iLild  bf  guardedly  favorable  when  the  paralysis  is  due  to 
peripheral  neuritis. 

Treatment* ^ — The  cause  should  be  ascertained,  and,  if 
possible,  removed.  In  paralysis  of  centric  orii^in  Httle  can 
be  done  except  in  syphilitic  cases.  In  middle-ear  disease 
remedies  should  be  directed  to  that  origin.    When  paralysis 
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results  from  inflammation  of  the  iieripheral  filaments  of  the 
facial  nerve,  blisters  should  be  applied  near  the  styI«imastoid 
foramen.  Later,  a  course  of  iodid  of  potassium  will  be  use- 
ful,  and  restoration  of  power  may  be  materially  assisted  by 
massage  and  electricity. 


FUNCTIONAL   NERVOUS   DISEASES. 


^^H  HEADACHE. 

^^^^  (Cephalalgia,) 

Headache  of  Organic  Brain  Disease. — This  form  is  observed 
I  in  niL-nini(itis,  cerebra!  tumor,  abscess,  softening,  etc.,  and 
^^  may  be  recognized  by  its  persistence  and  by  the  associated 
^K  evidences  of  organic  cerebral  disease,  such  as  optic  neuritis, 
^B  mental  aberration,  paralysis,  especially  of  the  facial  muscles, 
^f  and  vomiting  arising  independently  of  other  gastric  symp- 
■^  toms. 

Under  this  head  is  included  the  headache  of  syphilis^ 
which  may  be  diagnosed  by  the  history ;  by  the  other  evi- 
dences of  syphilis  ;  by  its  frequent  association  with  som- 
nolence ;  and  by  the  effect  of  iodid  of  potassium. 
^K  Headache  of  Cerebral  Hyperemia ^^^ir/nv'  cetrhai  C(7nges- 
^V  fi^^^i  usually  results  from  prolonged  mental  work,  fever,  or 
exposure  to  the  smi.  Toxic  and  reflex  headaches  are  often 
directly  due  to  active  cerebral  congestion,  but  tJiese  will  be 
discussed  later. 

Pas  she  a-rebra!  congestion  may  result  from  obstruction  to 
the  return  of  blood  from  the  brain,  as  by  a  tumor  of  the 
neck  or  cardiac  disease.  It  is  also  common  in  elderly  people 
from  a  relaxed  condition  of  the  vessels. 

In  cerebral  congestion  the  headache  is  of  a  throbbing  or 
bursting  character;  the  head  is  hot;  the  face  flushed;  the 
eye-ground  injected;  and  the  distress  is  increased  by  lower- 
ing the  head. 

The  exciting  cause  must  be  determined  by  the  history  and 
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by  a  careful  examination  of  the  various  organs,  especially 
the  heart. 

Headache  of  Cerebral  Anemia,— This  is  frequently  depen- 
dent upon  general  anemia.  It  is  also  common  in  neuras- 
thenia resulting  from  overwork,  prolonged  emotional  excite- 
ment, excesses,  etc.  More  rarely  it  is  dependent  upon  aortic 
stenosis. 

In  cerebral  anemia  the  pain  is  frequently  vertical ;  it  is  not 
throbbing,  but  it  is  described  as  a  sensation  of  weight  or 
gnawing;  Hic  extremities  are  cold;  tlie  face  and  eye-grounds 
are  pale ;  the  mind  is  depressed ;  fainting  spells  are  often 
present ;  lowering  the  head  and  the  inhalation  of  nitrite  of 
amyl  rehcve  the  pain. 

Reflex  Headache.  — Headache  is  often  due  to  e  yes  tram  re- 
sulting from  refraction  errors,  and  in  obstinate  cases  a  careful 
examination  of  the  eyes  should  always  be  made.  Headache 
of  this  origin  is  frequently  a  browache,  and  may  be  asso- 
ciated with  restlessness,  vomiting,  and  insomnia.  It  is  in- 
duced or  aggravated  by  prolonged  use  of  the  eyes. 

Ovan'an  or  ttUrine  diseases  often  produce  a  reflex  head- 
ache. It  is  usually  located  at  the  vertex,  and  is  relieved  by 
pressure  of  the  hand. 

Gastric  irritation  is  resf>onsible  for  many  headaches ;  the 
latter  are  invariably  relieved  by  vomiting,  and  are  usually 
associated  with  other  evidences  of  stomachic  disorder 

Nasai  catarrh  may  induce  persistent  headache,  w^hich  is 
generally  confined  to  the  forehead,  temples,  or  verte.x,  and 
is  aggravated  by  exacerbations  of  the  catarrh.  Tlie  pain  is 
often  associated  with  tenderness  of  the  inner  wall  of  the 
orbit,  and  is  increased  by  irritating  the  nasal  mucous  mem- 
brane with  a  probe. 

Toxemic  Headache. — A  persistent  headache  often  results 
from  Bright's  disease,  and  is  uremic  in  origin.  It  may  be 
recognized  by  the  high  arterial  tension  and  by  the  albumin 
and  casts  in  the  urine.  A  urinary  analysis  should  be  made 
in  all  cases  of  persistent  headache. 

Gout  produces  an  intractable  headache  that  is  associated 
with  vertigo,  great  irritability  of  temper,  and  a  *'  brick-dust " 
deposit  in  the  urine. 
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Chronic  malariai  poisoning  may  manifest  itseif  10  a  head- 
ache which  is  usually  confined  to  the  supra-orbital  region. 
It  is  apt  to  recur  at  regular  intervals,  is  often  associated  with 
tenderness  over  the  supra-orbital  ncr\'e,  and  is  relieved  only 
by  large  doses  of  quinin. 

A  headache  of  rhiumatic  origin  sometimes  develops  in 
those  subject  to  rheumatism.  It  is  frequently  excited  by 
exposure  or  a  sudden  change  of  temperature.  It  usually 
affects  the  aponeurosis  of  the  occipitofrontal  is  and  temporal 
muscles,  is  increased  by  wrinkling  the  forehead  and  forcibly 
moving  the  jaws,  and  is  associated  with  tenderness  of  the 
scalp. 

Alcoholism  is  often  associated  with  headache.  In  acute 
alcoholism  the  headache  probably  results  from  cerebral 
hyperemia  ;  in  chronic  alcohohsm  it  is  often  due  to  a  low 
grade  of  meningitis. 

Among  other  headaches  of  toxic  origin  may  be  mentioned 
those  due  to  constipation,  lead-poisoning,  diabetes,  infectious 
fevers,  and  absorption  of  foul  gases. 

Hyeteric  Headache.— In  h\'steria  there  is  often  a  persistent 
headache,  which  grows  worse  at  the  menstrual  periods,  and 
which  improves  under  pleasurable  excitement.  It  may  be 
diffuse,  but  frequently  it  is  localized,  and  is  described  as  re- 
sembling the  effect  that  would  be  produced  by  a  nail  being 
driv^cn  into  the  head  ;  hence  it  has  been  termed  clavus. 

Diagnosis,^ Headache  must  be  distinguished  from  $ni- 
(rraifti\  In  the  latter  the  attacks  are  usually  more  distinctly 
periodic  ;  the  pain  is  often  unilateral,  and  is  frequently  ac- 
companied by  vomiting,  vasomotor  disturbances,  and  sub- 
jective visual  phenomena. 

Headache  in  the  region  of  the  orbit  may  be  mistaken  for 
iicnh'  e^lauroNia,  hut  in  tlie  latter  condition  the  eye  is  in- 
flamed ;  the  cornea  is  hazy;  th*^  pupil  is  sluggish  ;  vision  is 
impaired  ;  and  on  palpation  the  affected  eyeball  is  found  to 
be  harder  than  its  fellow. 

Treatment. — In  the  interval  between  the  attacks  care- 
ful search  should  be  made  for  the  cause,  which,  if  posr- 
ble,  must  be  removed.  In  the  refle.x  headache  of  eye-straii. 
the  adjustment  of  proper  glasses  is  often  all  that  is  required. 
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In  the  headache  of  gastric  origin  appropriate  remedies 
should  be  directed  to  the  stomach.  In  the  headache  of 
anemia  a  nutritious  diet,  with  iron,  arsenic,  and  other  tonics, 
will  be  required*  In  headaches  of  uremic  origin  a  milk  diet 
with  measures  calculated  to  increase  the  action  of  the  skin, 
bowels,  and  kidneys  will  often  aflford  considerable  relief. 
In  malarial  headache  quinin  in  large  doses  with  arsenic  will 
effect  a  cure. 

Tlw  Attack, — In  headache  dependent  upon  gastric  acidity, 
after  unloading  the  stomach  with  a  non-irritating  emetic,^ 
bromid  with  antacids  will  prove  useful,  thus: 

li*     St>dii  btomiiii ^ij 

Sptritus  ammonia?  aromAlici  ,  .  .  ^  ,  f^ij 
Aquit    .    .       . q.  i.  ad  fjiij. — M. 

SlG. — A  lal»l«spoonfui  every  hour  or  two. 

In  headache  of  acute  cerebral  congestion  the  feet  should 
be  soaked  for  ten  or  fifteen  minutes  in  very  hot  water;  an 
ice-bag  placed  on  the  head  ;  and  some  sedative  like  the  fol-, 
lowing  administered  : 


R. 


Acetphenelidini 

Sodii  bromidi , 

Fiaiit  chartulae  No.  xij. 

SiG. — One  jx)wder  every  hour  or  Iwo  untU  relieved. 


ii«.-M. 


When  the  attack  is  very  severe,  aconite  (i  or  2  drops)^ 

may  be  given  every  hour  or  two. 

In  cerebral  anemia  relief  temporarily  follows  the  use 
of  antipyrin  or  phenacetin,  especially  in  combination  with 
caflein,  thus : 


B .     Acetphenelidini    . 

Caffdnae  citral^e    , 

Fiant  chnrtulstr  No.  x\\. 

SiG, — Ojjc  as  required. 


gr.  itiv. — It. 


In    rheumatic   headache    salicylic   compounds    are   vefy 
useful ;  they  may  be  combined  with  phenacelin  or  antipyrin 

H .     AcetDhenetidini 

Salopben Ul  ^iss.— M. 

Fiant  chartuire  No.  xij. 

SiG. — One  every  two  or  three  homs. 

In  uremic  headache  the  diet  should  be  restricted  to  milk, 
action  of  the  bowels  secured  by  a  saline  draft,  and  diuresis 
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encouraged  by  digitalis^  caffein,  or  the  vegetable  salts  of 
potassium : 

B ,      Potassii  cltratis     , t    .    •    ^ij 

Sftiritu'v  junipen f:jvj 

Spiritus  alheris  nitiosi (^'j 

lntu>i  scoparii  ,    »    .    . *5'^'j' — ^'^• 

^^^^^^^^        Sjg. — A  wincijlassfiil  ihrlce  daily.  (.t^'AY.) 

^^^^  VERTIGO- 

^r  \  Dlzzmess ;  Giddiness ;  Swimming  in  the  Head. ) 

H  DeflBition. — A  sense  of  unstable  equilibrium  jn  which 
the  patient  himself  or  surrounding  objects  appear  to  be  in  a 
state  of  rapid  oscillation  or  rotation.  It  is  a  symptom  of 
many  conditions. 

Etiology. — Vertigo  may  result  from  : 

1.  Cerebral  anemia  or  congestion.  The  dizziness  pre- 
ceding a  fainting  fit  is  an  illustration  of  the  former,  and  that 
following  exposure  to  the  rays  of  the  sun  is  an  illustraliijn 
of  the  latter.  Vertigo  is  often  a  pronounced  sympton^  of 
chronic  heart  disease  and  of  arteriosclerosis  is  included  under 
tiiis  head. 

2.  Diseases  of  the  ear.  Vertigo  may  occur  in  any  aflec- 
tiun  of  the  ear,  but  it  is  especially  severe  in  the  symptom- 

•  complex  known  as  Meniere's  disease  (see  p.  434). 
3.   Palsy  of  the  ocular  muscles.     This  form  of  vertigo  is 
often  associated  with  nystagmus  and  is  reHeved  by  closing 

•  the  eyes. 
4,  Reflex  irritation.     The  most  common  example  of  this 
form  is  the  vertigo  tle|>endent    upon  gastric   disturbances. 
It  is  also  noted  in  some  cases  of  nasal  obstruction  and  ovar- 
ian disease. 

5.  Organic  disease  of  the  brain  and  cord.  Cerebral  tumor, 
meningitis^  and  softening  are  frequently  associated  with  ver- 
tigo. It  is  often  quite  marked  in  cerebellar  disease.  It  may 
be  a  pronounced  symptom  in  disseminated  sclerosis  and 
locomotor  ataxia. 

6.  Toxic  substances  in  the  blood.  The  vertigo  observed 
in  gout,  uremia,  and  diabetes  is  included  under  this  head. 
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When  taken  ia  large  doses,  certain  drugs,  as  alcohol,  bella-* 
donna,  cannabis  indica,  lobelia,  and  coniom,  may  prod 
the  symptom.  It  is  often  a  marked  symptom  of  chronic 
lead-poisoning. 

7.  Epilepsy.  Vertigo  may  precede,  follow,  or  take  the 
place  of  an  epileptic  seizure. 

8.  Ps\-chic  disturbances.  Vertigo  is  not  uncommon  in; 
hysteria,  neurasthenia,  and  the  traumatic  neuroses. 

9.  Unknown  causes.  The  term  isst-ntiai  vertigo  has  been 
applied  to  those  cases  in  Avhich^  after  the  most  exhaustive 
study,  no  adequate  cause  can  be  ascertained.  There  is 
sometimes  a  hereditary  tendency  to  this  form  of  vertigo. 

Diagftiosis^ — Vertigo  must  be  distinguished  from  petit 
m&l,  or  minor  epilepsy.  The  histor>%  the  presence  of  a  defi- 
nite cause,  and  the  absence  of  unconsciousness  and  of  con- 
vulsive movements  will  sen'e  to  separate  vertigo  from 
epilepsy. 

The  deterniination  of  the  cause  of  the  vertigo  must  be 
based  upon  the  history,  the  age  at  which  it  develops,  and  a 
critical  examination  of  the  various  organs, 

PrognosiS.^ — This  will  depend  entirely  on  the  cause; 
when  the  tatter  can  be  removed,  the  prognosis  is  favorable 

Treatment. — This  must  be  directed  to  the  causal  con- 
dition. 

MENIEE^*S  DISEASE. 
(LabyniLtliiiie  Vertigo ;  Aural  Vertigo.) 

Definition.— Paroxysmal  vertigo,   probably   depending 

upon  disease  of  the  internal  ear. 

Etiology  and  Pathology.  —  The  exact  cause  of 
Meniere's  disease  is  still  undetermined.  In  some  cases,  how* 
ever,  inflammatory  changes  have  been  observed  in  the  semi- 
circular canals.  V^ry  severe  acute  attacks  are  sometimes 
observed  in  patients  previously  healthy.  In  these  the  lesions 
are  probably  an  active  hyperemia  of,  or  a  hemorrhage  into, 
the  labyrinth.  It  is  probable  that  mild  forms  of  the  disease 
can  be  indirectly  induced  by  lesions  of  the  middle  ear. 

Symptoms. — Frequently  prodromes  precede  the  attack, 
such  as  deafness  or  earache.  These,  however,  may  be  ab- 
sent, and  the  attacks  ushered  in  with  extreme  vertigo  andj 
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tinnitus  aiirium.  The  latter  is  often  compared  to  tlie  escape 
of  steam,  the  buzz  of  an  insect,  or  the  tiischarge  of  a  cannon. 
The  patient  feets  as  if  he  or  surrounding  objects  were  being 
whirled  violently  around,  and  in  severe  cases  the  face  is 
pale  and  anxious;  the  surflice  is  clammy;  there  are  nausea 
and  vomiting;  and  the  patient  falls  unconscious. 

As  a  rule,  there  is  deafness  in  one  ear  at  least,  but  excep- 
tionally hcarin^r  may  be  quite  normal.  At  first  the  parox- 
ysms may  occur  at  long  intervals,  but  as  the  disease  ad- 
vances they  become  more  frequent  and  the  tinnitus  and 
deafness  become  more  marked. 

Diag'tiosis. — The  paroxysmal  vertigo,  deafness,  and  tin- 
nitus anrium  are  the  dia^^nostic  features. 

Prognosis. — ^The  prognosis  should  always  be  guarded. 
Some  cases  recover  entirely,  but  in  the  majority  the  vertigi- 
nous attacks  continue  until  the  deafness  in  the  affected  ear 
becomes  complete. 

Treatment. — The  middle  ear  should  be  carefully  ex- 
amined, and  any  existing  disease  treated.  Severe  counter- 
irritation  by  blisters  or  the  actual  cautery  applied  behind  the 
ear  may  be  of  some  ser\'ice.  Bromid  of  potassium,  hydro- 
bromic  acid,  cimicifuga,  or  gelsemium  in  full  doses  some- 
times afford  temporan'  relief  Daily  injections  of  pilocarpin 
{\  grain),  as  originally  recommcjided  by  Pohtzer,  are  occa- 
sionally of  service. 

EPILEPSY. 
(Idiopathic  Epilepsjr;  FaUing  Sickness,) 

Definition. — A  chronic  di:sease  of  the  nervous  system, 
characterized  by  periodic  atacks  of  unconsciousness^  which 
may  or  may  not  be  associated  with  convulsive  seizures. 

Etiology, — Heredity-'  predisposes,  and  the  ancestral  dis- 
ease may  not  have  been  epilepsy,  but  insanity,  hysteria, 
or  another  neurosis.  It  generally  begins  before  puberty, 
and  ver>'  rarely  after  the  twenty-fifth  year.  All  causes  that 
impair  the  health  and  exhaust  the  nervous  system  exert  a 
predisposing  influence.  The  reflex  convulsions  of  children 
resulting  from  gastric  irritation,  worms»  etc.,  if  long  contin- 
ued, may  induce  chronic  epilepsy.     In  these  cases,  although 
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the  exciting  cause  has  been  removed,  the  habit  of  sponta- 
neous motor  discharge,  through  constant  repetition,  is  cstib- 
iishcd,  and  may  continue  through  life.  In  those  subject  to 
convulsions,  overwork,  gastric  irritation,  or  excitement  may 
precipitate  an  attack. 

Pathology. — No  demonstrable  causal  lesions  are  de-] 
tectcd.  The  disease  apparently  depends  upon  an  instability 
of  the  motor  centers,  so  that  from  trivial  exciting  causes 
vinjent  tiischarc^es  occur  from  time  to  time. 

Symptoms,— (7ra//^/  Mai. — The  seizure  is  often  preceded 
by  a  peculiar  sensation  termed  an  aura,  beginning  in  a  finger 
or  toe,  and  rising  until  it  involves  the  head,  when  the 
patient  gives  a  shrill  scream  and  falls  to  the  floor  uncon- 
scious. At  first  the  face  is  pale,  the  pupils  contracted,  and 
the  body  thrown  into  a  tonic  spasm  in  which  the  head  is 
retracted  and  rotated,  the  hmbs  forcibly  extended,  and  the 
thumbs  turned  into  the  palms  and  firmly  clenched  by  the 
flexed  fingers.  In  a  few  seconds  the  tonic  spasm  relaxes, 
the  movements  become  clonic  or  intermittent,  the  pupib 
dilated,  and  the  face  cyanosed.  From  the  violent  contrac- 
tion of  the  masseters  frothy  saliva,  often  blood-streaked, 
pours  from  the  mouth.  The  clonic  spasms  continue  for  a 
minute  or  two.  and  are  generally  followed  by  a  period  of 
coma  lasting  from  a  few  minutes  to  several  hours.  Some- 
times the  patient  returns  at  once  to  consciousness,  and 
complains  simply  of  weakness,  muscular  soreness,  and  men* 
tal  confusion.  More  rarely  the  convulsion  is  followed  by 
an  outbreak  of  mania  or  of  ef^Ueptic  automatism,  a  condition 
in  which  the  patient  unconsciously  performs  simple  or  com- 
plicated acts. 

Pftit  Mai. — In  this  type  the  seizure  consists  of  momentary 
unconsciousness,  with  pallor,  and  rarely  twitching  of  the 
muscles.  The  patient  suddenly  stops  in  the  midst  of  his 
work  or  conversation,  remains  quiet  for  a  few  seconds,  and 
then  continues  where  he  left  off,  perhaps  unconscious  of 
the  interruption.  Petit  mat  may  be  a  forcrurmer  of  grand 
mal  or  may  alternate  with  it 

Between  these  two  extremes  tlic  seizures  manifest  all 
grades  of  severity.  The  frequency  of  the  paroxysms  varies 
considerably :  they  may  occur  as  seldom  as  once  a  year  or 
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as  often  as  ten  or  twelve  times  a  day,  A  marked  periodicity 
in  their  recurrence  is  often  observed. 

The  term  *'  status  epilepticus  "  is  applied  to  a  condition  in 
which  the  convulsions  follow  each  other  in  rapid  succession 
without  a  return  of  consciousness. 

The  epileptic  may  manifest  no  other  symptoms  beyond 
the  convulsions,  but  when  the  latter  are  very  frequent,  the 
health  fails  and  the  mental  power  deteriorates. 

Bia^OSJS. — The  convulsions  of  chronic  organic  disease 
of  the  brain  may  be  mistaken  for  those  of  idiopathic  epilepsy, 
but  the  former  do  not  often  develop  before  the  a^e  of  twenty- 
five  ;  they  arc  frequently  confined  to  one  member  or  begin 
in  one  member  and  then  become  general  (Jacksonian  epi- 
lepsy) ;  and  they  may  be  associated  with  a  history  or  the 
•  concomitant  symptoms  of  syphilis,  or  with  evidences  of 
local  injury. 

Uremia. — Uremic  convulsions  may  be  recognized  by  the 
history  .ind  the  results  of  the  urinary^  analysis. 
H       Prognosis. —  Generally    unfavorable.       Arrest    of     the 
™  disease  is  rare,  but  amelioration  is  often  secured  by  treat- 
ment. 

Treatment. — Hygienic  treatment  is  of  the  utmost  im- 
portance. Moderate  exercise,  both  mental  and  physical,  is 
beneficial.  Idleness  and  seclusion  have  a  baneful  effect. 
Hume  training  must  be  carried  on  with  the  greatest  care, 
much  tact  and  firmness  being  required  to  prevent  loss  of 
setf-controL  Children  who  are  particularly  irascible  are 
often  much  better  trained  in  a  special  institution.  As  a  rule, 
a  diet  that  is  for  the  most  part  vegetable  will  be  found  to 
be  best  adapted   to   the  patient's  condition,  but  when  the 

■  disease  is  associated  with  lowered  vitalit)%  a  fair  amount  of 
animal  food  should  be  permitted.  Overloading  tlie  stomach 
is  a  potent  factor  in  preci[)itating  attacks.  The  bowels  must 
be  regulated  by  diet,  and,  if  necessary,  by  mild  aperients. 
Liberal  water-drinking,  frequent  bathing,  followed  by  fric- 
tion of  the  skin,  light  exercise  m  the  open  air,  and  other 
measures  that  favor  elimination  are  to  be  recommended. 
General  tonics,  like  iron,  arsenic,  and  cod-liver  oil,  are  some- 
times required  to  combat  anemia  and  malnutrition. 
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Although  very  few  cases  of  epilepsy  are  purely  reflex, 
local  irritation — phimosis,  adherent  prepuce,  worms,  a  for- 
eign body  in  the  nose  or  ear,  and  painful  cicatrices — should 
be  carefully  sought  for  and,  if  found,  removed. 

The  most  reliable  drugs  arc  the  bromids :  one  or  two 
drams  of  a  combination  of  the  bromids  of  sodium^  potas- 
sium, and  ammonium  may  be  given  daily.  Strontium  bro- 
mid  is  often  eflicacious,  anti  it  is  less  depressing  than  the 
other  bromids.  The  tendency  tn  acne  may  be  considerably 
lessened  by  the  addition  of  a  drop  or  two  of  Fowler's  solu- 
tion with  each  dose.  A  small  amount  of  antipyrin  often 
lessens  tiie  amount  of  the  bromid  required  to  check  the 
convulsions. 

B.    Polassii  hroniidi 

Aminonii  bromidi   ......     t*   jiij 

IJi-HJoris  poiasiii  arsenitis  -  »  <3J 

ArUipyrinae  ..,.-.....    ^j 

Aqua:  menthce  pi|ierilce      .    .     4.  s.  ttdf^vj. — M. 

SiG, — A  tablespoon fud  in  water  night  ami  inurning. 

In  nocturnal  epilepsy  chloretone  (5  grains)  is  often 
a  useful  adjuvant  to  the  bromids.  Horse*nettle  (Solan um 
carolinense)  is  another  remedy  that  appears  to  increase  the 
activity  of  the  bromids.  From  \  to  i  fluidram  of  the  fluid 
extract  may  be  given  thrice  daily.  In  petit  mal  nitrogly- 
cerin (y^  to  -^  grain)  is  sometimes  efficacious. 

Trephining  offers  some  hope  of  relief  in  certain  cases  of 
focal  epilepsy,  although  it  has  to  its  credit  less  than  4  per 
cent  of  recoveries. 

The  Aaack. — When  an  aura  is  perceived,  it  is  often  pos- 
sible to  arrest  the  paroxysm  by  the  inhalation  of  atnyl 
nitrite.  Patients  may  provide  themselves  with  this  drug  in 
the  form  of  pearls  that  may  be  crushed  in  the  handkerchief. 
If  a  sensory  aura  is  felt  in  a  limb,  the  part  may  be  firmly 
grasped  or  encircled  with  a  light  ligature.  During  the 
attack  the  head  should  be  slightly  raised,  the  clothes 
loosened,  and  a  piece  of  cork  or  firm  rubber  pushed  be- 
tween the  teeth.  In  the  status  epilcpticus  the  most  reliable 
measures  are    inhalations    of  chloroform,   ether,   or    amvl 
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nitrite,  hypodermic  injections  of  hyoscin  {^\^  grain)  or  of 
morphin  (|  grain),  enemas  of  chloral  (20  to  30  grains),  and 
the  hot  bath. 

HYSTERIA. 

Definition.^A  psychoneurosis  characterized  by  in- 
creased impressionabihty  and  a  lack  of  self-control,  and 
manifested  by  a  train  of  symptoms  of  the  most  varied  char- 

■  acter. 
Etiology. — Females  are  especially  predisposed,  although 
it  occasionally  develops  in  males.  It  is  most  common  in 
early  adult  life.  Heredity  is  an  important  etiologic  factor, 
the  disease  frequently  being  transmitted  through  hysteric, 
epileptic,  degenerate*  or  insane  parentage.  Faulty  home- 
training  and  education  also  do  much  to  foster  its  develop- 
ment. 

Traumatism,  prolonged  emotional  excitement,  such  as  wor- 
riment,  anxiety,  disappointment,  grief,  and  all  causes  that 

k  lower  the  vitality  serve  to  excite  it  in  susceptible  individuals. 
Pathology .^ — ^No  causal  lesions    can    be    detected   after 
death. 

Symptoms* — The  various  manifestations  may  be  described 
under  three  heads  :  (1)  Motor,  (2)  sensory,  and  (3)  psychic, 

Motor  /%«7//w/<"//<7.— Paralysis  not  infrequently  results  from 
hysteria  ;  it  may  take  the  form  of  a  hemiplegia,  paraplegia, 
or  monoplegia,  although  the  first  is  by  far  the  most  common. 
The  paralysis  is  generally  paroxysmal,  and  is  frequently 
associated  with  contractures  and  anesthesia.  The  affected 
muscles  do  not  waste. 

Local  paralysis  is  also  common  ;  thus  there  may  be  aphonia 
from  paralysis  of  the  vocal  cords  ;  dvsphagia,  from  paralysis 
of  the  esophagus  ;  and  incontinence  of  urint*.  from  paralysis 
of  the  bladder. 

Convulsive  seizures  are  common  manifestations  of  hysteria, 
and  may  closely  simulate  the  paroxysms  of  true  epilepsy, 
but  there  is  no  aura  ;  the  patient  usually  falls  in  a  comfort- 
able place  ;  consciousness  is  only  apparently  lost ;  the  tongue 
is  rarely  bitten  ;  the  eyes  are  partially  closed;  the  face  is  ex- 
pressive of  some  emotion ;  screaming  or  sobbing  is  of  fre- 
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quent  occurrence  ;  the  movements  are  apt  to  be  tonic^  so 
that  the  patient  ai^sumes  the  position  of  opisthotonos,  or  if 
clonic,  they  are  apt  to  be  violent  and  purposive;  the  seizures 
are  of  long  duration,  and  maybe  continued  for  several  hours, 
and  firm  pressure  over  the  ovaries  may  exaggerate  them. 

The  sptisms  may  be  local ;  thus  there  may  be  retention  of 
urine  from  spasm  of  the  bladder;  asthma,  from  spasm  of 
the  bronchi ;  hiccup,  from  spasm  of  the  diaphragm  ;  persistent 
vomiting,  from  spasm  of  the  stomach  ;  dysphagia,  from 
spasm  of  the  esophagus ;  and  a  "  phantom  tumor,"  from 
spasm  of  the  abdominal  muscles. 

Among  other  motor  phenomena  maybe  mentioned  obsti- 
nate tremors,  choreiform  movements,  and  contractures. 

Sitisory  Phenomena.— ^\\^x^  may  be  a  complete  loss  of 
sensation  in  certain  parts,  as  of  one  side  of  the  body.  Anes- 
thesia without  other  ner\'ous  phenomena  is  usually  hysteric. 
In  some  cases  tactile  sensation  is  preserved  and  there  is  a 
loss  only  of  thermic  or  painful  sensations.  The  anesthetic 
part  is  often  unusually  pale,  and  when  pricked  with  a  needle, 
may  fail  to  bleed  (ischemia). 

The  special  senses  may  be  involved  ;  thus  there  may  be 
contraction  of  the  field  of  vision,  complete  blindness,  loss 
of  smell,  loss  of  taste,  or  loss  of  hearing.  These  palsies  are 
usually  transient,  and  often  alterate  with  one  another. 

Instead  of  anesthesia,  there  may  be  hyperesthesia  or  pain. 
Severe  pain  in  the  stomach  may  simulate  gastralgia.  An 
exquisitely  painful  and  tender  condition  of  the  abdomen  may 
be  mistaken  for  peritonitis.  A  localized  pain  in  the  head, 
described  as  resembling  the  effect  of  a  nail  being  driven  into 
it.  is  termed  hysteric  ciavus.  The  joints  occasionally  become 
swollen  and  tender,  resembling  arthritis  (neuromimcsis). 

Psychical  Pkttwmemt. — ^Frequently  the  only  cotispicuous 
mental  ])]icnomenon  is  the  great  lack  of  will-power,  but 
generally  the  patients  are  more  or  less  excitable,  highly 
mercurial,  and  easily  moved  to  laughter  or  tears.  They 
frequently  manifest  a  great  fondness  for  sympathy,  and  this 
in  connection  with  their  weak  will-power  often  leads  them 
to  feign  symptoms  which  they  really  do  not  have.  Among 
the  more  serious  mental  manifestations  may  be  mentioned 
delirium,  ecstasy,  catalepsy,  and  trance. 
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Treatment. — This  must  be  directed  both  to  the  mind 
and  the  body,  especially  to  the  former.  To  be  successful, 
the  physician  mii.'^t  be  able  to  inspire  absolute  confidence 
and  faith  in  the  mind  of  the  patient.  She  must  be  impressed 
repeatedly  with  the  fact  that  her  condition  is  a  curable  one, 
and  that  with  her  thorough  cooperation  restoration  to  health 
will  certainly  follow.  To  intimate  that  her  symptoms  arc 
fei^^ned  or  are  wholly  within  her  control  is  a  grave  error.  In 
many  cases  no  method  of  treatment  proves  successful  until 
the  patient  has  been  removed  from  her  customary  surround- 
ings and  separated  from  her  sympathetic  relatives  and  friends. 
Suggestion  is  employed  consciously  or  unconsciously  in 
the  treatment  of  hysteria  by  every  successful  physician. 
Without  it  many  of  the  remedies  recognized  as  efficacious 
become  wholly  impotent.  Complete  hypnotism,  however, 
is  by  no  means  so  generally  useful  as  continuous  suggestion, 
and,  moreover,  in  the  event  of  failure,  seems  capable  of  still 
further  lowering  the  will-power  and  of  increasing  the  emo- 
tional excitability. 

The  physical  condition  of  the  patient  must  not  be  neg- 
lected. General  measures,  such  as  hydrotherapy,  system- 
atic exercise  in  the  open  air,  mas.sage,  and  electricity,  are 
valuable  aids  to  ^ecover>^  In  grave  cases  the  treatment 
associated  with  the  name  of  S.  Weir  Mitchell  often  yields 
admirable  results.  It  consists  in  isolation  from  sympathizing 
friends  and  relatives;  abundant  feeding,  especially  with  milk; 
and  complete  rest  of  body  and  mind,  with  passive  exercise 
obtained  by  massage  and  electricity. 

Except  to  meet  underlying  conditions  and  to  combat 
special  symptoms,  drugs  are  of  little  value.  Iron  and  arsenic 
are  useful  when  there  is  anemia.  Antispasmodics,  like 
valerian,  sumbul,  asafclida»  and  camphor,  are  serviceable  in 
allaying  abnormal  ner\'ous  irritability- 
Such  combinations  as  the  following  may  prove  useful; 

R.    Arseni  trioxidi      •>...,.*.  gr.  ss 
Fern  sulphalfs  exsiccati 

Eximcti  sumbul aA  gr.  xx 

A-safrrtidse     .         gx.  xl.— M, 

Fiant  pilul.-v  No.  xx. 

SlG. — One  three  or  four  limes  a  day. 
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AA  gr.  x*iv.  —  M. 


Zinci  vaieratis 

Ferri  vaieratis  ..... 
Fiant  pilulie  No.  xxiv, 
SiG. — One  pill  ihricr  dnjly. 

Occasionally  more  powerful  sedatives,  like  the  broniids, 
phenacetiij,  and  chloralaniid,  may  be  demanded,  but  the 
continuous  use  of  such  remedies  is  always  to  be  condemned. 
Such  drugs  as  morphin,  alcohol,  and  chloral  are  distinctly 
dangerous. 

When  hysteria  is  complicated  by  local  disease,  special 
treatment  will  be  required,  but  no  operation  should  ever  be 
performed  for  the  relief  of  nervous  symptoms  unless  there 
exists  an  actual  organic  lesion. 

Cofn^tiisiofts, — Isolation  of  the  patient  is  imperative.  Firm 
pressure  over  the  ovarian  region  is  often  successful.  The 
affusion  of  cold  water  over  the  face  is  useful.  Inhalations 
of  amyl  nitrite,  or  even  of  chloroform,  may  be  employed  if 
necessary.  Strong  faradic  currents  applied  to  the  spine  arc 
occasionally  efficacious. 

Anesthesia  is  best  treated  by  electricity,  especially  by 
the  faradic  brush.  Static  electricity,  owing  to  the  pro- 
found mental  impression  which  it  produces,  is  also  useful. 
Hyperesthesia  and  pain  often  yield  to  the  continuous  or 
interrupted  galvanic  current  In  paralysis\}Mi  patient  should 
be  instructed  how  to  regain,  by  long-continued  practice,  the 
use  of  the  aflTected  part.  Swedish  movements,  mass^c,  and 
faradization  are  useful  adjuvants.  In  aphonia  the  faradic 
current,  applied  by  means  of  spedal  electrodes,  is  Uie  most 
reliable  remedy.  In  contracttnes  the  most  u.seful  measures 
are  massage,  passive  movements,  and  faradization. 


NEURASTHENIA- 
(Nerrous  Prostration.) 

Definition. — Afunctional  disease  characterized  by  a  lack 
of  nei-vous  energy  and  increased  sensitiveness  to  external 
impressions. 
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Etiology* — The  causes  are  much  the  same  as  those  that 
give  rise  to  hysteria.  Men  are  often  affected.  Ovenvork^ 
prolonged  mental  strain,  and  depressing  emotions  are  com- 
mon exciting  causes. 

Symptoms. — Cerebral  Symptoms. — ^These  include  de- 
pression of  spirits,  indisposition,  inability  to  concentrate  the 
mind  on  one  subject  for  an)-  length  of  time,  insomnia,  ver- 
tigo»  headache,  irritability'  of  temper,  introspection,  and  mor- 
bid fears. 

Spinal  ^'/////c^/z/j.'— Sometimes  these  predominate,  when 
the  condition  is  termed  spinal  itriiaiion.  The  chief  mani- 
festations are ;  Pain  in  the  back,  spots  of  tenderness  along 
the  spine,  weakness  of  the  extremities,  great  prostration  after 
moderate  exertion,  and  various  subjective  phenomena,  such 
as  numbness,  tingling,  formication,  and  neuralgic  pains. 

Gastro-intestinal  Symptoms. — These  consist  of  anorexia, 
coated  tongue,  indigestion,  and  constipation, 

Circulatory  Symptoms. — These  include  palpitation,  tachy- 
cardia, pseudoangina,  cold  extremities, and  sometimes  violent 
pulsation  of  the  abdominal  aorta. 

Sexual  Symptoms. — In  females  there  is  often  amenorrhea 
or  dysmenorrhea,  and  in  males  impotence  or  spermatorrhea. 

Diagtiosis,— The  diagnosis  is  rarely  difBciilt.  Before 
relegating  a  case  to  this  class,  care  must  be  taken  to  exclude 
organic  disease  and  such  general  disorders  as  gout,  diabetes, 
and  anemia. 

Hysteria. — This  affection  may  be  distinguished  by  the 
abrupt  onset,  the  intermittent  character  of  the  symptoms, 
and  such  stigmata  as  paralysis,  anesthesia,  contractures, 
emotional  outbreaks,  convulsions,  and  the  globus  hystericus. 

Prognosis.— When  the  cause  can  be  removed  and  the 
patient  controlled,  the  prognosis  is  fav'orablc. 

Treatment, — ^The  treatment  is  largeiy  hygienic  and 
dietetic,  and  must  vary  considerably  in  different  cases.  When 
there  has  been  inactivity,  regulated  physical  exercise  will  be 
of  great  value  ;  on  the  other  hand,  the  weak  and  anemic  will 
require  rest.  In  the  latter  case  the  plan  of  treatment  intro- 
duced by  S.  Weir  Mitchell,  and  known  as  the  "  rest-cure/* 
often  gives  brilliant  results.     In  all  cases  careful  attention 
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must  be  given  to  the  diet,  batliing,  and  clothing,  and 
patient  assured  that  he  is  siifferinj:^  from  no  incurable  disease. 
Frequent  bathing  with  salt  water,  followed  by  friction  of  the 
skin,  will  often  add  to  the  general  vigor.  Tobacco  and 
alcohol  must  be  interdicted,  and  tea  and  cofiee  used  very 
sparingly.  Tonics,  like  iron,  arsenic,  quinin,  strychnin,  and 
phosphorus,  arc  often  indicated. 


ACUTE  CHOREA. 
(Sydenhaia's  Chorea ;  Chorea  Blinor  ;  St.  Vitus's  Dance.) 

Definition.— A  nervous  a  flection  occurring  especially  in 
children,  and  characterized  by  irregular,  spasmodic  move- 
ments that  increase  under  excitement  and  cease  during  sleep. 

Etiology. — The  large  majority  of  cases  occur  in  children 
between  the  ages  of  five  and  fifteen,  though  adults,  especially 
women  during  or  after  pregnancy,  are  occasionally  attacked. 
More  females  are  affected  than  males.  Heredity  sometimes 
plays  an  important  role.  Children  of  a  nervous  teniixrra- 
ment  are  especially  susceptible.  Fright  or  shock  is  \'cry 
frequently  an  exciting  factor.  In  about  one-fifth  of  all  cases 
there  is  an  antecedent  history  of  rheumatism  between  which 
disease  and  chorea  there  appears  to  be  some  relation. 
Chorea  is  most  common  in  the  spring  months. 

Pathology. — It  is  customary  to  look  upon  cl)i>rea  as  a 
neurosis,  since  no  constant  lesions  have  been  discovered  to 
account  for  its  clinical  manifesLitions.  In  some  cases  emboli 
in  the  minute  cerebral  vessels  have  been  discovered,  but 
their  reiation  to  chorea  has  not  yet  been  determined.  A 
microbic  origin  has  been  suggested. 

Symptoms. -^The  first  manifestations  are  usually  rest- 
lessness and  awkwardness  in  movement.  The  child  cannot 
remain  still  but.  is  constantly  raising  its  shoulders,  jerking 
its  head,  twisting  its  fingers,  or  shuffling  its  feet  Frequently 
these  symptoms  develop  so  insidiously  that  the  disease  is  not 
recognized,  and  the  child  is  punished  for  being  fidgety. 

When  the  disease  is  fully  established,  the  disorderly  move* 
ments  become  more  marked.  They  may  be  confinetl  to  one 
member  or  may  involve  the  entire  body.     When  Uie  facial 
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musctes  are  affected,  the  most  grotesque  expressions  are 
produced  ;  involvement  of  tlie  arms  may  interfere  with  eating 
and  dressing;  when  the  legs  suffer,  the  gait  becomes  jerking 
and  stumbling ;  involvement  of  the  larynx  causes  stammer- 
ing, and  spasm  of  the  muscles  of  deglutition  induces  dif- 
ficult swallowing  and  choking  spells.  When  the  attention  is 
directed  to  the  movements,  they  invariably  grow  worse,  but 
they  diminish  during  repose  and  cease  entirely  during  sleep. 
Sometimes,  in  addition  tt»  the  inv^f)luntary  movements,  there 
is  a  distinct  loss  of  power  in  the  affected  members.  The 
general  health  is  usually  more  or  less  impaired.  The  cJiild 
is  anemic  ;  the  temper  is  irritable  ;  and  the  mental  power 
deficient.  Auseultiitinn  (jf  the  heart  often  detects  a  murmur 
that  may  be  an  expression  either  of  anemia  or  of  compli- 
cating endocarditis. 

Chorea  Insamens.^iw  this  form  the  movements  arc  so 
violent  that  the  patient  is  unable  to  walk,  eat,  or  even  to  lie 
in  bed.  Fever  develops,  and  ultimately  the  mind  becomes 
delirious.  Death  frequently  results  from  exhaustion.  This 
form  is  usually  observed  in  adults,  and  especially  in  primi- 
para*. 

Diagnosis.^ — The  rccogniti*>n  of  chorea  is  rarely  attended 
with  difficulty.  Disseminated  spinal  sclerosis  may  be  distin- 
guished by  the  presence  of  nystagmus,  a  scanning  speech, 
increased  reflexes,  and  a  rhythmic  tremor  that  is  excited 
only  by  movement. 

Huntingdon's  Chorea.— This  disease  is  usually  hereditary; 
it  rarely  develops  before  the  age  of  thirty ;  it  runs  a  chronic 
course  ;  and  it  is  characterized  by  slower  and  more  inco- 
ordinate movements  than  occur  in  acute  chorea,  by  progres- 
sive mental  failure,  and  by  a  marked  suicidal  tendency. 

Other  conditions  producing  choreiform  movements  have 
been  considered  on  page  366. 

ComplicatioilS. — Vegetative  endocarditis  occurs  in  from 
30  to  40  per  cent,  of  all  cases.  Pericarditis  is  occasionally 
seen. 

Prognosis. — In  simple  chorea  recovery  usually  follows 
in  the  Course  of  two  or  three  months.  Death  from  heart 
complications  is  a  rare  termination.     Relapses  are  not  in* 
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frequent.      Chorea    insaniem   frequently    terminates 
thn>u^h  exliaustion. 

Treatment. — Rest  of  body  and  mind  is  an  essential  ele- 
ment of  the  treatment.  The  child  should  be  taken  from 
school  and  placed  under  the  most  favorable  hygienic  con- 
ditions. Amusement  ni  the  open  air  when  the  weather  is 
fine  is  to  be  recommended.  As  tiie  child  is  generally 
anemic,  iron  is  indicated  in  the  majority  of  cases.  Among*] 
the  special  remedies  arsenic  holds  the  first  place  Fowlers 
solution  may  be  given  in  doses  of  two  drops  thrice  daily, 
gradually  increased  to  eight  or  ten  drops  thrice  daily. 
When  arsenic  fails,  ctmicifuga  should  be  tried.  A  dose  of 
lO  minims  of  the  fluid  extract  may  be  given  after  meals 
and  gradually  increased  to  \  floidram  ur  more.  When  the 
movements  are  very  violent  and  interfere  with  sleep,  re- 
course must  be  had  to  chloral,  bromids.  hyoscin.  or  mor- 
phin,  but  these  drugs  should  not  be  used  unless  the  symp- 
toms are  of  great  severity. 

Chorea  Insaniens. — Powerful  sedatives  like  hyosdn, 
chloral,  and  morphin  are  required  to  allay  the  violent  ex- 
citability and  jactitation.  Inhalations  of  chloroform  are 
sometimes  useful.  Stimulants  are  almost  always  required 
When  the  patient  is  unable  to  swallow,  no  time  should  be 
lost  in  resorting  to  forced  feeding.  Severe  cases  of  chorea 
complicating  pregnancy  will  call  for  the  induction  of  prema- 
ture labor. 
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Definition. — A  functional  disease  of  the  nerve-trunks, 
characterized  by  paroxysms  of  intense  pain. 

Etiology. — It  is  a  disease  of  adults.  Women  arc  mudi 
more  frequently  affected  than  men.  Heredity  is  an  impor- 
tant etiologic  factor.  It  is  frequently  an  expression  of 
anemia.  It  may  result  from  the  action  of  some  toxic  agent 
in  the  blood ;  thus  it  is  common  in  malaria,  rheumatism, 
gout,  syphilis,  and  chronic  lead-poisoning.  It  may  be  caused 
by  reflex  irritation  ;  thus  a  trifacial  neuralgia  may  depend 
on  caries  of  the  teeth  or  eye-strain.  In  some  cases  neural- 
gia results  from  organic  disease  of  the  ncrve-ccntcr ;  thus 
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obstinate  trifacial  neuralgia  may  be  dependent  upon  some 
degencHition  or  tumar  of  the  Gasst-rian  ganglion. 

Exposure  to  cold  and  wet  frequently  acts  as  an  exciting 
cause  in  susceptible  persons. 

PatllolO£[7. — The  pathologic  condition  upon  which  neu- 
ral £;ia  depends  is  unknown.  In  many  cases,  no  doubt,  it  is 
a  manifestation  of  neuritis. 

Symptoms.— 'Certain  prodromes  frequently  give  warn- 
ing of  an  approaching  attack  ;  these  are  chilliness,  depres- 
sion of  spirits,  and  perhaps  tingling  in  the  part  to  be 
aflected.  The  chief  :?ymptom  is  intense  pain,  which  is 
usually  of  a  sharp,  stabbing  character.  The  area  supplied 
by  the  aftccted  nerve  is  generally  hyperesthetic,  and  palpa- 
tion may  detect  spots  of  exquisite  tenderness  where  the 
nerve  makes  its  exit  through  a  bony  canal  or  fibrous  sheath 
— points  dimioiireux  q{\'A\^\'s,.  In  some  cases  the  pain  is 
attended  with  tremors  or  spasms  of  the  muscles.  Inspec- 
tion of  the  part  usually  reveals  nothing  abnormal,  but  occa- 
sionally distinct  swelling  is  observed. 

The  attack  lasts  from  a  few  minutes  to  many  hours,  and 
its  subsidence  may  be  marked  by  the  passage  of  a  large 
amount  of  pale  urine.  The  interval  between  the  paroxysms 
varies  in  different  cases;  it  is  frequently  several  weeks  or 
months.  It  is  noteworthy  that  the  attacks  often  recur  at 
regular  intervals, 

Tiifacial  NiUraigui  {Tu  Doitiourcnx :  Prosopaigia). — In 
this  variet\'  tlie  pain  involves  one  or  more  branches  of  the 
trifacial  nerve.  The  tender  points  correspond  to  the  supra- 
orbital, infra -orbital,  and  mental  foramina.  Violent  spasms  of 
the  muscles  are  frequently  observed.  In  long-standing  cases 
the  hair  on  the  affected  side  may  become  coarse  and  bleached. 

httt'trasfai  Ntumi^ia. — In  this  variet)'  the  pain  follows 
the  course  of  the  intercostal  nerves.  It  is  frequently  asso- 
ciated with  an  eruption  of  herpes  zoster.  Spots  of  tender- 
ness may  be  detected  near  the  vertebral  columns,  in  the 
middle  of  the  nerv^e,  and  near  the  sternum.  The  possible 
dependence  of  intercostal  neuralgia  upon  spinal  caries  or 
thoracic  aneurysm  must  not  be  forgotten. 

Oci'ipital  neuralgia  involves  the  upper  cervical  nerves.  A 
spot  of  tenderness  may  be  discovered  midway  between  the 
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mastoid  process  and  the  upper  cemcal  vertebrae.  TJiis 
form  of  neuralgia  may  also  be  an  expression  of  spinal  caries. 

Siiatica  has  been  described  elsewhere. 

I>ia§fiiOSis»— Neuritis, — The  continuous  pain,  Uie  ten- 
derness along  the  entire  nerve,  the  presence  of  paresthesia, 
anesthesia,  paresis,  and  wasting  will  serve  to  distinguish 
neuritis  from  neuralgia. 

The  lightning-pains  of  locomotor  ataxia  must  not  be  mis- 
jtaken  for  neuralgia.  The  abolished  patcUar  reflex,  the  loss 
of  co6rdiiiati«:»n,  and  the  Argyll- Robertson  pupil  in  the 
former  will  indicate  the  diagnosis. 

Prognosis. — ¥in  the  attack  the  prognosis  is  good;  for 
permanent  cure,  it  must  be  guarded.  When  the  cause  can 
be  removed,  the  prognosis  is  favorable. 

Treatment.^ — The  InUrtfal, — Careful  search  should  be 
made  for  an  exciting  cause,  which,  if  found,  must  be  re- 
moved. The  teeth,  eyes,  nose,  gastro-intestinal  tract,  urine, 
and  blood  should  be  carefully  examined. 

When  the  disease  is  associated  with  anemia,  iron  and 
arsenic  will  be  indicated.  If  there  is  any  suspicion  of 
syphilis,  mercury  and  iodids  should  be  tried.  When  a 
malarial  clement  is  present,  quinin  may  eifect  a  cure.  When 
rheumatism  is  an  etiologic  factor,  salicylates  and  alkalis  may 
prove  beneficial.  In  gouty  subjects  much  may  be  expcctetl 
from  regulation  of  diet,  systematic  exercise,  and  the  admin- 
istration of  alkalis.  In  chronic  lead-poisoning  iodids  are 
indispensable. 

All  influences  that  tend  to  induce  a  morbid  excitability 
of  the  nerves  or  of  their  centers — mental  or  physical  fatigue, 
emotional  excitement,  sexual  excess,  overindulgence  in 
tobacco,  tea,  coffee,  or  alcohol — should  be  removed  as  fiar 
as  possible. 

In  every  case  we  must  endeavor  to  improve  the  general 
nutrition,  winch  is  almost  always  disturbed.  The  measures 
to  be  employed  for  this  purpose  include  an  abundance  of 
fresh  air,  proper  food,  regular  hours,  adequate  protection 
from  the  vicissitudes  of  weather,  systematic  exercise,  fre- 
quent bathing  with  friction,  and  the  use  of  such  tonics  as 
iron,  arsenic,  cod-liver  oil,  and  hypophosphites. 
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The  following  combination  is  often  useful 


li.     Quiiiin.i2  sulphkitls     ,    ,    . 
AiNeoi  Lrioxidi 

Gilcii  i;1ycerophospliatis . 
Pone  iti  cap>.uias  No.  xxiv. 
Slti— One  cap<iulc  after  tneaU, 


gr.  XX1T 
3»ss. — M. 


Finally,  when  all  other  measures  fail,  recourse  may  be  had 
to  si(r|:jica]  interference.  Nerve-stretching  ami  nerve- .section 
are  the  operations  usually  performed.  Lasting  benefit, 
however,  is  rarely  obtained  from  either  operation.  In  obsti- 
nate trifacial  neuralgia  removal  of  the  Gasserian  ganglion 
usually  affords  permanent  relief,  though  the  operation  is 
not  without  danger. 

The  Attack. — Heat,  dry  or  moist,  may  be  applied  for  its 
soothing  eflect.  A  linimeirt  of  aconite  or  of  chloroform  is 
sometimes  efficacious.  Menthol  and  chloral  camphor  are  use- 
ful in  neuralgia  of  superficial  nerves  when  the  pain  is  slight. 
Acupuncture  and  aquapuncture  are  effective,  but  are  not 
suitable  for  use  about  the  face.  In  obstinate  cases  active 
counterirritation  by  means  «»f  blisters  or  the  thermocautery 
will  be  found  a  potent  remedy.  In  trifacial  neuralgia  the 
blisters  may  be  applied  behind  the  ear. 

Among  the  internal  remedies  most  worthy  of  confidence 
may  be  mentioned  phenacetin,  antipjyrin,  acetanilid  (5  to 
10  grains),  bromids,  cannabis  indica.  croton  chloral,  caffein, 
gelscmium,  and  salicylic  compounds.  Morphin  is  undoubt- 
edly the  most  certain  means  we  possess  of  afTording  tem- 
porary relief,  but  on  account  of  the  danger  of  inducing  the 
opium  habit  it  should  be  emfiloycd  only  as  a  last  resort. 
Combinations  of  a  bromid  with  phenacetin  may  often  be 
prescribed  advantageously.  Croton  chloral,  in  doses  of 
from  5  to  10  grains,  and  tincture  of  gelsemium,  in  doses  of  10 
minims  or  more,  are  occasionally  ser\'iceable  in  trifacial  neu- 
ralgia. Caffein  (3  to  5  grains)  is  often  efficacious.  Combina- 
tions of  caffein  with  phenacetin  or  with  bromids  in  many  cases 
do  more  good  than  single  drugs.  Neuralgia  brought  on  by 
exposure   to   cold  and  wet  is  favorably  influenced  by  the 
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salicylates.    In  such,  the  following  combination  will  be  found 
of  value : 

H .     Acetphenetidini 

Salophcn Aa  ^jiss 

CodeiruK  sulphatis gr.  iij. — M. 

Fiant  chartulie  No.  xij. 

SiG.  — One  powder  every  two  or  three  hours. 

MIGRAINE. 
(Hemicrania ;  Megrim;  Sick-headache.) 

Definition. — A  neurosis  characterized  by  periodic  at- 
tacks of  intense  headache,  usually  unilateral  and  often  associ- 
ated with  visual,  gastric,  and  vasomotor  disturbances. 

Etiology. — It  is  frequently  hereditary.  It  is  more  com- 
mon in  women  than  in  men.  It  usually  develops  in  early 
life.  Anemia,  gastric  disturbances,  gout,  eye-strain,  men- 
strual disorders,  overwork,  and  prolonged  excitement  pre- 
dispose to  it. 

Symptoms. — Prodromes,  such  as  restlessness,  depres- 
sion, and  malaise  are  common.  The  attack  is  often  ushered 
in  with  visual  disturbances,  such  as  flashes  of  light,  dimness 
of  vision,  or  hemianopsia.  The  pain  is  .severe  and  generally 
Hmited  to  the  tcmporofrontal  region  of  one  side,  though  it 
sometimes  spreads  until  it  involves  the  whole  head.  The 
patient  is  very  .sen.sitive  to  light  and  sound,  and  during  the 
attack  usually  confines  herself  to  a  darkened  room.  Nausea 
and  vomiting  are  frequently  present.  In  some  cases  the 
temporal  artery  is  contracted,  the  face  is  pale,  and  the  pupil 
large ;  in  others  the  arter>'  is  dilated,  the  face  is  flushed, 
and  the  pupil  small.  The  duration  of  the  attacks  varies 
from  a  few  hours  to  several  days.  In  the  intervals,  which 
are  often  of  definite  duration,  the  patient  may  be  quite  well. 

Less  frequent  symptoms  arc  vertigo,  hallucinations  of 
sight,  cramps  c)f  the  facial  muscles,  tingling  or  numbness  in 
one  hand,  partial  aphasia,  and  paresis  of  the  ocular  muscles. 

Prognosis. — Perfect  cure  is  rare,  but  many  cases  are 
improved  by  treatment.  The  attacks  often  cease  spontane- 
ously at  middle  life. 

Treatment. — In  the  interval  the  treatment  is  that  of 
neuralgia.     Cannabis  indica  is  sometimes  of  value.    From  a 
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quarter  to  a  half  a  grain  of  the  extract  may  be  given  for 
several  weeks.     Little  recommends : 


£1.    Sodil  antcimtus 

Extract i  cannabis  itidica? 

Exiracti  belladonna:     .    . 
Fitnt  |)ilula:  No.  xxiv, 
vjtt;, — yjn-  pill  iwice  daily. 


L 


The  AUtuk,—'l\iQ  patient  should  be  kei>t  at  rest  in  a 
quiet,  darkened,  well- ventilated  room.  AiUipyrin,  phenac- 
etin,  caffein,  bromids.  and  salicylic  compounds  are  the 
most  useful  remedies.  They  may  often  be  combined  with 
advantage,  as  in  the  following  formulas : 


Or: 


B .    CalTein;^  citrata?    .    .  gr.  xtj 

Acetphenctidini  oi 

Stxlii  broraidi    .  3 'J- — ^'■ 

Fiant  cbartulx  No.  xij. 

SlG. — One  powder  every  two  hours. 


H.    5«ilophen    ,    * ,^i8s 

Acelphcnetnlmi %\ 

Caffeine  cilratx     ...  ^jr.  xij, — M. 

Fiant  charluliK  No.  xij. 

Sic— One  every  two  hours. 

PARALYSIS  AGITANS. 

(Parkinson's  Disease ;  Shaking  Palsy.) 

Defitiitioil. — 'A  chronic  nervous  disease,  characterixed 
by  a  gradually  spreading  tremor,  muscular  weakness  and 
rigiijity.  and  a  ptzculinr  gait,  termed  leslination. 

Btiology.— Advancetl  life,  a  neuropathic  tendency, 
mental  strain,  heredity,  and  exposure  to  cold  and  wet  are 
predisposing  factors.  It  sometimes  develops  suddenly 
after  intense  mental  or  emotional  excitement. 

Pathology, — The  pathology  is  unknown.  The  lesions 
found — degeneration  of  arterioles,  perivascular  sclerosis,  pig- 
mentation of  ganglionic  cells — are  similar  to  those  induced 
by  senility. 

Symptoms. — In  some  cases  the  onset  is  abrupt,  but 
more  commonly  the  disease  develops  insidiously.  A  tremor 
appears,  usually  in  the  fingers,  and  gradually  spreads  until 
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it  involves  all  the  extremities  and  sometimes  the  neck  and 
head.  At  first  the  tremor  may  be  paroxysmal,  but  as  the 
disease  advances  it  becomes  almost  continuous.  Excite- 
ment increases  it,  but  it  is  noiwortliy  that  physical  effort 
temporarily  diminishes  or  checks  it.  The  face  becomes  ex- 
pressionless and  the  speech  slow  and  measured.  Later, 
muscular  rij^idity  develops,  and  the  head  is  bowed,  the 
body  bent  forward,  the  arm  flexed,  the  thumbs  turned  into 
the  palms  and  grasped  by  the  fingers,  and  the  knees  slightly 
bent.  At  this  time  the  gait  is  characteristic  ;  the  steps  grow 
faster  and  faster^  the  body  inclines  more  and  more  forward 
until  the  patient  falls,  finds  support  in  some  neighboring 
object,  or  straightens  himself  by  a  supreme  elTort  of  the 
will.  The  term  fi'stinatwH  lias  been  applied  to  this  peculiar 
gait.  Occasionally  a  tendency  to  fall  backward — retropulsion 
— replaces  festination.  The  rigidity  and  muscular  weakness 
render  all  movements  slow  and  stiff 

Intelligence  is  usually  good.  There  is  no  anesthesia,  but 
there  are  various  manifestations  of  paresthesia,  such  as 
numbness  and  tingling  and  a  sensation  of  heat.  In  some 
cases  free  perspiration  has  been  observed. 

Diag'QOSis. — The  tremor,  rigidity,  weakness,  flexion  of 
the  body  and  members,  lack  of  Jacial  expression,  and  fcstina- 
tion  arc  the  diagnostic  features.  In  some  cases  the  tremor 
is  absent.  Paralysis  agitans  must  be  distinguished  from 
disseminated  sclerosis.  In  the  latter  the  tremor  is  absent 
when  the  fiatient  is  quiet,  and  is  made  worse  by  efforts  to 
control  it ;  cerebral  symptoms  are  generally  present ;  nys- 
tagmus is  often  noted;  and  the  attitude  and  gait  are  entirely 
different  from  those  of  paralysis  agitans. 

Prognosis. — Recovery  rarely,  if  ever,  occurs.  In 
some  cases,  after  reaching  a  certain  point,  the  disease 
remains  stationary.  The  progress  is  slow  and  the  dura- 
tion indefinite. 

Treatment.— Measures  intended  to  improve  the  tone  of 
the  system  arc  indicated  ;  these  arc  :  A  regulated  diet,  rest 
of  body  and  mind,  frequent  bathing  followed  by  friction  of 
the  skin,  and  the  use  of  some  tonics  as  iron,  arsenic,  and 
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phosphorus.  The  rigidity  and  tremors  arc  sometimes  im- 
proved by  massage  and  electricity.  Among  the  remedies 
recommended  for  the  tremors  arc  broniid  of  potassium, 
hyoscyamin  (y^^y  grain),  hyoscin  (y^jr  grain),  antl  duboisin 
{tIti  to  i5*tT  Strain),  but  the  improvement  folloviing  their  use 
is  only  shght  and  temporary. 


I 


ARTISANS  CRAMP. 

Definition* — ^A  spasmodic  affection  of  the  muscles  in- 
duced by  prolonged  wurk  requiring  delicate  coordination, 
and  occurring  only  in  the  performance  of  that  particular 
work. 

Etiology .^ — ^It  is  more  common  in  men  than  in  women, 
and  the  ner\^oiis  temperament  predisposes  to  its  devek^jv 
ment.  The  occupations  in  which  it  is  most  apt  to  occur  are 
writins^;  piano-playing,  sewing,  and  telegraphing. 

Pathology*— The  disease  is  evidently  not  peripheral,  for 
when  the  other  hand  is  substituted,  the  condition  soon  de- 
velops in  that  member  It  is  probably  dependent  upon 
unnatural  irritability  of  the  nerve-centers. 


h 


WRITERS'  CRAMP. 
(Graphospasm;  Scriveners'  Palsr.) 

Symptoms, — The  condition  usually  begins  with  a  sense 
of  fatigue,  w^eight,  or  actual  piiin  in  the  affected  muscles. 
Soon  the  fingers  are  seized  with  a  tonic  or  clonic  spasm 
whenever  the  pen  is  graspt:d  (spastic  form).  In  some  cases 
the  hand  when  put  into  use  becomes  the  seat  of  a  decided 
tremor  (tremulous  form)  ;  in  a  third  group  of  cases  the 
chief  phenomena  are  excessive  weakness  and  fatigue  which 
disappear  as  soon  as  tlie  pen  is  laid  aside  (paralytic  form). 

PtOgnosis. — Guardedly  favorable.  The  disease  is  obsti- 
nate, but  cure  general t\'  follows  protracted  rest. 

Treatment,— Absolute  rest  is  the  essential  element  of 
treatment.  The  general  condition  should  be  improved  by 
iron,  arsenic,  strjxhnin,  and  cod-Iivcr  oik  Massage,  elec- 
tricity, and  passive  movements  give  good  results. 
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TETANY. 

(Tetaailla;  Intermittent  Tetanus.) 

Definition.— A  comparatively  rare  disease  characterized 
by  coiitinuoys  or  intermittent  toiiic  spasms,  especially  of 
the  extremities, 

Etiology, — Tetany  is  a  disease  chiefly  of  infants  and 
young  adults.  In  infants  it  is  usually  associated  with  rick- 
ets, gastro-intestinal  disorders,  or  the  specific  fevers.  In 
adults  it  has  developed  in  gastro-intestinal  infections, espec- 
ially gastrectasis,  in  acute  infectious  diseases,  in  pregnancy 
o)r  lactation,  in  poisoning  by  certain  drugs,  such  as  chloro- 
form or  morphin  ;  or  it  has  followed  thyroideclc»my.  An 
epidemic  form  has  also  been  described,  but  some  of  the 
outbreaks  seem  to  have  been  hysteric. 

Pathog^enesis. — There  is  reason  to  believe  that  the 
disease  is  due  to  certain  endogenous  poisons  which  nor- 
mally arc  neutralized  by  the  secretion  of  parathyroid  glands. 

Symptoms. — The  patient  is  seized  with  bilateral  tonic 
spasms,  beginning  in  the  hands  or  feet  and  spreading  up- 
ward. In  many  cases  all  four  extremities  are  attacked. 
The  muscles  of  the  trunk  and  face  are  sometimes  involved, 
but  those  of  the  jaw  only  rarely.  The  spasms  are  usually 
intermittent,  though  they  may  be  continuous  and  last  for 
days  or  even  weeks.  They  are  vsometimes  attended  by 
pain.  Laryngismus  stridulus  is  not  uncommon  in  children. 
As  was  pointed  out  by  Trousseau,  pressure  on  the  nerve- 
trunks  and  blood-vessels  of  the  aflfected  limb  will  reproduce 
the  contractions.  Sometimes  the  mechanical  irritaliility  of 
the  motor  nerves  is  so  increased  that  a  mere  tap  will  excite 
spasm  (Chvostek's  phenomenon).  The  electric  irritabiUly 
of  the  motor  nerves  and  muscles  is  also  increased  (Erb's 
phenomenon).  Not  rarely  the  cramps  are  accompanied  by 
slight  fever  and  edema  of  the  hands  and  feet. 

Diagnosis. — In  tetanus  a  source  of  infection  is  usually 
found;  trismus  or  lockjaw  appears  early;  and  the  muscles 
of  the  back  are  more  contracted  than  those  of  the  limbs. 

Hysteria  may  be  distinguished  from  tetany  by  the  histor>% 
the  emotional  disturbances,  the  unilateral  character  of  the 
spasms,  and  the  absence  of  Trousseau's  sign. 
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Prognosis* — The  outlook  is  generally  good,  though  in 
tetany  associated  with  gastrectasis  or  following  thyroidec- 
tomy the  mortality  is  high. 

Treatment. — The  cause  should  be  sought  for  and 
removed  if  possible.  Th\Toid  and  parathyroid  extracts 
have  been  very  serviceable  in  some  cases.  Surgical  inter- 
vention is  indicated  when  there  is  gastrectasis.  Warm  baths 
arc  useful.  Among  the  sedatives,  the  bromids  are  most 
serviceable.  In  severe  cases  it  may  be  necessary  to  uscj 
hyoscin,  chloral,  or  morphiii. 

TOOMSEN'S  DISEASE. 

(Congenital  Myotonia/) 

Definition. — A  disease  con  lined  to  certain  families,  and 
ch.iracterized  by  tonic  spasms  of  the  muscles,  induced  by 
\'ol  u  n tary  movements. 

Etiology. — Tlie  disease  is  usually  congenita^,  and  trans- 
mitted from  one  generatioii  to  another.  Several  members 
of  the  same  family  are  commonly  affected. 

Patliology.—Unknown. 

Symptoms.— The  disease  appears  in  early  childhood, 
and  is  manifested  by  tonic  spasm  of  the  muscles  upon  every 
attempt  at  voluntary  motion.  This  is  especially  marked 
after  periods  of  inactivity.  In  a  few  moments  the  rigidity 
wears  away  and  the  movements  become  free.  From  re- 
peated contractions  the  muscles  become  firm  and  extremely 
well  developed.  Under  electric  stimulation  the  muscles 
contract  and  relax  slowly.  The  disease  is  incurable,  but 
shows  no  tendency  to  prove  fatal. 


RAYNAUD'S  DISEASE* 

(Symmetnc  Gangrene.) 

Definition. — A  vasomotor  neurosis  characterized  by 
local   anemia,  congestion,  and   gangrene. 

Etiology. — The  cause  is  unknown.  The  disease  is 
believed  to  be  dependent  upon  spasm  of  the  peripheral 
arterioles. 


4S6  DIS/^A.SKS    OF   THE   XEKI'OIS  SYSTEM 

Symptoms. — In  the  first  stage  the  affected  part  becomes 
extremely  pale,  cold,  and  anesthetic  {Jocal  syncopt).  After 
a  variable  time  the  part  becomes  purple,  livid »  and  intensely 
painful  (local  asphyxia).  Such  attacks  may  be  excited  by 
cold,  and  come  and  go  without  damagin^j  the  part.  Oc- 
casionally the  disease  advances  to  the  third  stai^e,  in  which 
congestion  gives  way  to  Jty  gang^renc.  Symmetric  parts, 
as  a  -finger  on  each  hand,  a  toe  on  each  foot,  or  the  lobes 
of  the  ears,  are  usually  afTected.  Hemoglobinuria  may 
occur  in»  or  replace,  an  attack. 

Prognosis. — The  attacks  persist,  but  life  is  rarely  en- 
dangered. 

Treatment.— Patients  liable  to  attacks  should  be  well 
protected  against  cold.  Tonics  are  often  indicated.  Fre- 
quent bathing  followed  by  friction  is  useful.  Raynaud 
advises  the  use  of  the  continuous  current — one  pole  over 
the  spine  and  the  other  over  the  affected  area.  Nitro- 
glycerin may  prove  useful. 

ACUTE  ANGIONEUROTIC  EDEMA. 

Definition* — A  neurosis  characterized  by  transient  cift 
cumscribed  edema  developing  without  obvious  cause. 

Etiology, — ^Beyond  a  distinct  hercditar>'  tendency  noth* 
ing  is  known  of  its  cause.  According  to  Quincke,  there  is 
a  temporar>'  vasomotor  dilatation  of  the  vessels,  followed  by 
tlic  transudation  of  serum. 

Symptoms. — Kdematous  swelling  suddenly  appears  in 
some  part  of  the  body,  particularly  in  the  face  and  hands. 
Coincident  with  the  edema  there  may  be  marked  gastro- 
intestinal symptoms,  such  as  vomiting,  gastralgia,  and  colic 
The  disease  is  allied  to  urticaria  and  the  latter  may  precede 
the  outbreak. 

The  attacks  usually  occur  at  inter\'als  of  a  few  w^eeks. 

Prognosis. — The  disease  generally  proves  ver>'  obstinate, 
but  unless  it  involves  the  larynx^  it  does  not  endanger  life. 

Treatment, — General  tonics,  like  iron,  quinin,  and 
str>'chnin,  are  sometimes   useful. 


MUSCULAR  DYSTROPHIES. 
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TROPHIC  DISORDERS,  SUNSTROKE,  AND 
INTOXICATIONS. 

MUSCULAR  DYSTROPHIES. 

Definition. — An  atrophic  conditicm  of  the  niuscles  dc- 
veTopin|T  in  early  life  and  not  dependent  upon  any  lesion  in 
the  nervous  system. 

Etiology.— The  disease  usually  manifests  itself  before 
puberty.  It  is  more  common  in  males  than  in  females.  It 
is  frequently  transmitted  from  g"cncration  to  generation,  and 
several  members  of  the  same  family  may  be  similarly 
affected. 

Pathology* — No  lesion  in  the  cord  or  nerves  is  observed. 
Gowers  regards  the  disease  as  of  developmental  origin. 
Microscopic  examination  of  the  muscles  reveals  atrophy  of 
their  fibers  and  an  unnatural  amount  of  Hit  antl  connective 
tissue.  When  the  latter  elements  are  considerably  increa.sed, 
a  pseudohypertrophy  results  (pseudomuscular  hypertrophy). 

Varieties. — The  following  tyi^es  are  recognized:  (i) 
rseudomuscular  hypertrophy;  (2)  Erb's  juvenile  dys- 
Iruphy  ;  (3)  Landouzy-Dcjennc  type. 

Pseiidonmscular  Hypertrophy, — This  form  begins  in  chil- 
dren between  the  second  and  seventh  year.  The  first 
symptom  to  attract  attention  is  weakness  of  the  muscles ; 
the  child  is  awkward,  stumbles,  and  in  walking  seeks  sup- 
port. As  the  paralysis  increases  the  muscles,  particularly 
those  of  the  calf,  thigh,  buttock,  and  back,  enlarge.  The 
upper  extremities  are  less  frequently  affected.  When  the 
child  assumes  the  erect  posture,  the  feet  are  wide  apart,  the 
belly  protrudes,  and  the  spinal  column  shows  a  marked 
curvature  with  the  convexity  forward.  The  manner  of 
rising  from  the  recumbent  position  is  characteristic :  He 
straightens  himself  eitiier  by  grasping  the  knees  or  by 
resting  the  hands  on  the  floor  in  front  of  him,  extending  the 
legs,  and  pushing  the  body  backward.  The  gait  is  waddling 
in  character. 

The  electric  contractility    of  the   muscles    is   gradually 
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reduced,  but  the  reaction  of  degeneration  is  not  present 
There  are  no  fibrillary  twilchings  in  the  muscles.  The 
kncc-jcrk  is  lessened  or  abolished.  There  are  no  mental  or 
sensory  disturbances. 

In  the  course  of  a  few  years  the  paralysis  becomes  sol 
marked  that  the  patient  is  unable  to  leave  his  bed ;  the  en-| 
largement  of  the  muscles  is  followed  by  atrophy ;  and  finally 
death  results  from  some  intercurrent  disease  or  inflamma- 
tion  of  the  lini^^s    induced   by  the  weakened  respiratory 
power. 

Erb's  JuvenUe  Dystrophy. — This   form   usually    develops 
between  the  ages  of  twelve  and  sixteen.       The  muscles  of 
the  shoulder  are  first  affected.      The  wasting  may  be  prc-j 
ceded  by  hypertrophy. 

In  chronic  poliomyelitis  (progressive  muscular  atrophy  of 
spinal  ongjn),  the  symptoms  come  on  later  in  life,  hered- 
itary or  family  influences  are  rarely  present,  the  small  mus- 
cles of  the  hand  are  first  affected,  and  the  wasting  is  asso- 
ciated with  fibrillary  twitchings.  In  multiple  tteuritis} 
paralysis  precedes  the  wiLsting,  sensory  symptoms  arc 
usually  present,  and  the  history  reveals  a  definite  cause. 

Landouzy-Dejerine  Type. — This  type   usually  develops  in 
early  childhood  and  is  characterized  by  bilateral  atrophy  of  j 
the  facial  muscles.     It  differs  from  bulbar  palsy  in  that  it 
does  not  involve  the  tongue  or  the  muscles  of  deglutition. 

Prog^nosis  and  Treatmetit. — The  disease  is  curable. 
but  the  progress  is  slow.  Massage,  electricity,  and  grad- 
uated exercise  may  be  followed  by  temporary  improve-^ 
ment. 

FACIAL  HEMIATROPHY- 
(Unilateral  Progressive  Atrophy  of  the  Face.) 

Definition. — A  rare  affection,  characterized  by  progrcn- 
sive  wasting  of  tissues — bones  and  soft  parts — on  one  side 
of  the  face. 

Btiolo^. — The  disease  usually  develops  in  childhood. 
It  has  been  excited  by  injury*  of  the  fice. 

Pathologry' — in  the  few  cases  examined  chronic  tri- 
gemin.il  iit  nritis  hrts  been  discovered. 
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Sjrmptoms.— ^The  first  phenomenon  is  often  discoloration 
of  the  skin  ;  this  is  soon  followed  by  a  slow  wasting  of  all 
the  tissues  on  the  aftected  side  of  the  face.  The  hair  falls, 
the  eye  recedes,  and  the  teeth  drop  out. 

Prognosis.— -The  disease  is  progressive  and  incurable. 


ACROMEGALY. 

( Marie "s  Disease  ;  Fachyacria.) 

Definition.— A  nutritional  disease,  characterized  by  en- 
largement of  the  bones  and  overlying  tissues,  chiefly  of  the 
hands,  feet,  and  face. 

l^tiology. — Unknown.  It  usually  develops  in  early  life. 
Made  attributed  it  to  a  loss  of  function  of  the  pituitar)'  bod)'. 

Pathology. —  Hxamination  of  the  bones  reveals  a  true 
hypertrophy,  particularly  of  tbe  cancellous  structures.  In 
many  cases  the  pituitar\'  body  has  been  found  to  be  the  seat 
of  simple  hypertrophy,  degeneration,  adenoma,  or  sarcoma; 
in  a  few  the  thymus  or  th)Toid  ^dand  has  been  diseased. 

Sj^tnptoms.^ — The  hands  and  feet  are  considerably  en- 
larj^ed,  especially  in  breadth  ;  the  fingers  and  toes  arc  stumpy 
and  the  nails  are  flat  and  small.  Hypertrophy  of  the  infe- 
rior maxillar}'  bone  leads  to  elongation  of  the  face  and  pro- 
trusion of  the  lower  jaw.  The  lips  are  large  and  everted. 
Among  occasional  symptoms  may  be  mentioned  spinal 
cur\*aturc.  polyuria,  glycosuria^  persistent  headache,  deaf- 
ness, blindness  from  atrophy  of  the  optic  nen^e,  loss  of 
sexual  power,  and.  in  women,  menstryal  disorders. 

Diagnosis. — Acromegaly  might  be  mistaken  for  injrx- 
edema,  but  in  the  latter  only  the  soft  parts  are  involved  ;  the 
skin  is  firm  and  adherent,  instead  of  soft  and  mobile,  as  in 
acromegaly  ;  and  the  face  is  round. 

In  Faget's  osteitis  deformans  the  long  bones  are  especially 
involved,  and  arc  not  only  enlarged,  but  considerably  de- 
formed, and  the  face  has  a  peculiar  triangular  shape. 

Prognosis. — The  affection  is  incurable,  but  the  duration 
may  be  indefinite.  Acule  cases  lasting  two  or  three  years 
are  usually  associated  with  sarcoma  of  the  pitiiitar\'  body. 

Treatment. — So  far,  remedies  have  been  futile. 
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SUNSTROKE. 

(Heat-stroke;  Thermic  Fever;  Coup  de  Soleil;  Insolation;  Heat*^ 
exhaustion.) 

Definitiou.^ — An  affection  resulting  from  exposure  to  ex- 
cessiv^e  heat. 

Varieties. ^ — Tw^o  varieties  are  observud :  tlieniiic  fever j 
and  heat  exhaustion. 


THERMIC  FEVER. 

Etiology. — The  excitinjj  cause  is  exposure  to  intei 
heat,  natural  or  aitificial  Bodily  fatigue  and  intemperance 
are  important  predisposinj^  factors.  It  is  probable  that  the 
excessive  heat  leads  to  the  production  of  toxic  substances 
that  disturlj  the  heat- regulating  centers  in  the  brain.  H 

Pathology. ^After  death  from  thermic  fever  rigor  mortis 
develops  early  and  is  marked.  The  various  organs,  espe- 
cially the  brain,  are  deeply  congested.  The  left  ventricle  is 
firmly  contracted,  and  the  right  is  dilated  and  filled  with 
blood.  The  blood  is  dark  and  uncoagulated.  Microscopic 
examination  of  the  tissues  reveals  parenchymatous  degen- 
eration or  cloudy  swelling. 

Symptoms. — Prodromes  are  frequently  present  and  con- 
sist of  exhaustion,  vertigo,  nausea,  and  headache.  These 
symptoms  are  followed  by  coma,  and  in  this  state  the  face 
is  flushed  ;  the  eyes  are  injected  ;  the  skin  is  dry  and  burn- 
ing ;  the  temperature  ranges  from  106°  to  112°  R;  the 
pupils  are  contracted;  the  respirations  are  rapid  and  noisy; 
and  the  pulse  is  full  and  rapid.  Unless  the  temperature 
soon  falls,  the  respirations  become  shallow,  the  pulse] 
weakens,  and  death  results  in  a  few  hours,  There  is  a  very 
malignant  form  in  which  the  patient  is  suddenly  stricken 
comatose  and  dies  in  a  few  hours  from  cardiac  failure. 

Sequelae*^They  include  chronic  meningitis;  epilepsy;! 
insanity;  iiiilure  of  memory;  and  extreme  sensitiveness  ta^ 
high  temperature. 

Diagnosis, — The  conditions  under  which  the  coma 
developed,  together  with  the  extremely  high  temperatui 
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the  body,  will  serve  to  distinguish  sunstroke  from  apoplexy, 
alcoholism,  and  uremia. 

Prognosis. — This  should  be  very  guarded.  Probably 
40  per  cent,  perish. 

Treatment.— The  patient  should  be  promptly  placed  in 
a  bath  of  iced  water  and  should  be  rubbed  with  ice.  Ice- 
water  enemas  are  also  useful.  The  subcutaneous  or  intra- 
venous injection  of  normal  salt  solution  has  proved  effica- 
cious in  some  cases.  Packard  and  others  liave  found 
blood-letting  (10  to  20  ounces)  very  effective  in  some 
cases.  P'eeblencss  of  the  pulse  is  not  necessarily  a  contra- 
indication, as  the  circulation  often  improves  during  the 
operation. 

HEAT-EXHAUSTION. 

Pathology." — According  to  Wood,  heat-exhaustion  de- 
pends on  a  vasomotor  paresis,  as  a  result  of  which  there  is 
a  determination  of  blood  from  the  brain  and  surface  of  the 
body  to  the  great  blood-vessels  of  the  abdomen. 

Symptoms,— The  mind  is  dazed,  but  consciousness  is 
not  lost ;  the  surface  is  pale  and  cold ;  the  skin  is  moist ;  the 
respirations  are  shallow  and  hurried;  and  the  pulse  is  rapid 
and  feeble. 

Prognosis* — Recovery  generally  follows  under  appro- 
priate treatment. 

Treatment. — The  patient  should  be  covered  with  hot 
blankets,  and  hot  bottles  should  be  placed  near  the  feet 
Brandy,  ammonia,  and  strong  coffee  are  useful  stimulants. 
Strychnin  hypodermically  is  an  efficient  remedy. 


ALCX>HOLI5M. 

(Inebriety. ) 

Acute  AlcotoliBTO, — The  ingestion  of  large  quantities  of 
alcohol  produces  the  following  symptoms:  Flushing  of  the 
face»  mental  excitement,  quickening  of  the  pulse  and  respi- 
ration ;  then  incoherent  speech,  delirium,  dilated  pupils,  loss 
of  coordination,  subnormal  temperature,  vomiting,  and, 
finally,  stupor  and  coma.  Not  infrequently  the  coma  is 
interrupted  by  convulsive  seizures.     In   most  cases,  if  the 
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dose  has  not  been  too  large,  recovery  follows  in  a  clay  or 
tu*o. 

Cliroiuc  alcoholism  is  characterized  by  disturbed  sleep, 
fine  tremors,  mental  impairment,  injection  of  the  eyes,  r'.'i- 
ness  of  the  nose,  and  the  symptoms  of  gastro-inleiitni  il 
catarrh.  When  the  habit  is  long  continued,  degenerative 
and  cirrhotic  changes  in  the  heart,  blood-vessels,  liver,  and 
kidneys  are  apt  to  develop. 

A  common  complication  of  chronic  alcoholism  is  ddu 
trcmiHS,   which   is  generally  excited  by   temporary'   ex 
an  injury,  or   some   acute   intercurrent   disease,   espe<  i 
pneumonia.     It  is  manifested  by  great   mental  excitcni       , 
insomnia,  incoherent  speech,  tremors,  disordered  intellect, 
and    terrifying    hallucinations    of   sight   or    hearing.      The 
pulse  is  rapid  and  feeble,  the  appetite  is  last,  the  bowels  arc 
constipated,  and  the  temperature  is  slightly  elevated.     In 
favorable  cases  convalescence  follows  in  a  few  days,  but  nol 
infrequently  typhoid  symptoms  develop  and  the  attack  en 
in  death. 

Among  other  sequels  of  dipsomania  may  be  mention 
pneumonia,  chronic  meningitis,  multiple  neuritis,  amblyopi 
epilepsy,  and  dementia. 

Diagtiosis. — The   (ama  of  alcoholism  must   be  disti 
guished  from  the  coma  of  other  diseases.     The  history,  th 
absence  of  paralysis,  the  subnormal  temperature,  the  fact 
that  the  patient  can  be  aroused  by  screaming  in  the  ear  or 
by  firm  pressure  over  some  sensitive  spot  like  the  sup 
orbital  notch,  the  odor  on  the  breath,  and  the  absence 
other  cause  will  usually  prevent  an  error  in  diagnosis. 

Dtlirium  tremens  is  recognized  by  the  history,  restJess- 
ness.  dehrium,  tremors,  and  terrifying  hallucinations. 

The  tremors  of  chronk  alcoholism  may  be  recognized  by 
the  histor)',  the  associated  evidence  of  alcoholism,  and  by 
the  fact  that  they  are  worse  in  the  morning  and  improve 
after  the  use  of  the  stimulant. 

Pro^osls. — In  acute  alcoholism  the  prognosis  shoul 
be  guardedly  favorable.     In  delirium  tremens  TeQX3(H^Ty 
erally  follows   unless  there  is  great  debility.     In  aic 
pnetimoma  the  outlook  is  grave ;  recovery  is  cxccp 
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///  alcoholic  neuritis  the  symptoms  usually  subside  under 
appropriate  remedies  and  abstinence  from  the  stimulant. 

In  chronic  alcoholism  the  prognosis  is  generally  unfiivor- 
able.  When  the  habit  is  fully  established,  it  is  rarely  per- 
manently broken  ;  temporary  improvement  is  only  too  often 
followed  by  a  relapse. 

Treatment. — Acuie  Alcoholism. — The  stomach  should 
be  emptied  by  the  stomach-pump,  a  stimulating  emetic,  or 
the  hypodermic  injection  of  apomorphin  (^  grain).  If  the 
coma  persists  and  the  pulse  weakens,  cardiac  stimulants, 
like  ammonia,  str>xhnin,  and  digitalis,  should  be  admin- 
istered hypodermically.  Douching  and  flagellation  may 
also  t>e  employed  to  arouse  the  patient 

Treatment  of  Delirium  Tremens, — As  there  has  usually 
been  a  complete  abstinence  from  food  during  the  debauch 
leading  to  the  delirium,  nutritious  foods  are  always  neces- 
sary, and  the  best  are  milk  with  lime-water  and  highly 
seasoned  beef-tea.  Sleep  must  be  secured  by  chloral  (20 
grains),  hyoscin  [j^^  grain),  potassium  bromid  (i  dram),  or 
paraldehyd  (I  to  l  fluidram).  Active  catharsis  should  be 
encouraged.  When  the  pulse  is  weak,  strvxhnin  and  digi- 
talis will  be  found  useful  stimulants.  In  many  cases  phy- 
sical restraint  will  be  requiretl;  it  may  be  secured  by  strap- 
ping the  patient  to  the  bed  with  sheets.  Sh*>iild  profound 
stupor  develop,  the  application  of  a  blister  to  the  back  of 
the  neck  or  a  few  light  touches  of  the  actual  cautery  will 
often  serve  to  arouse  the  patient. 

Chronic  Alcoholism. — It  is  necessary  that  alcohol  shall  be 
withdrawn  \  the  rapidity  with  which  this  can  be  accomplished 
will  dep^-nd  on  the  circumstances.  In  most  cases  the  tempta- 
tion to  drink  is  so  strong  that  confinement  in  an  inebriate 
asylum  is  essential  to  the  success  of  the  treatment.  Various 
substitutes  have  been  recomoiended  for  alcohol,  among 
which  may  be  mentioned  bromid  of  potassium,  chloral, 
cocain,  hyoscin,  and  cannabis  indica.  As  a  rule,  they 
accomplish  little  beyond  quieting  the  patient  and  occasion- 
ally securing  sleep.  The  diet  should  be  nutritious,  and 
carefully  adapted  to  the  condition  nf  the  stomach,  which  is 
usually  the  seat  of  chronic  catarrh.  Tonics,  like  iron,  quinin, 
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and    strychnin,  are   often    indicated.      Graduated   physical 
exercise  is  sometimes  of  decided  value. 

amONIC  OPIUM  POISONING. 
( Morphmomaiua. ) 

Symptoms. — The  symptoms  resulting  from  the  habitual 
use  of  opium  arc  an  irresistible  craving  for  the  drug,  loss 
of  flush  and  strength,  tremors,  anemia,  a  peculiar  sallow 
complexion,  anorexia,  deranged  digestion,  a  tendency  to 
diarrhea,  disturbed  sleep,  mental  depression,  irritability,  and 
a  characteristic  propensity  for  lying  and  deceiving. 

TreatmenL^ — ^Isolation  in  a  special  institution  or  asylum 
is  almost  imperative.  As  a  rule,  the  drug  should  be  with- 
drawn rapidly,  but  in  aggravated  cases  not  too  abruptly. 
for  fear  of  collapse.  The  diet  should  consist  of  nutritious, 
easily  digested  food.  Strychnin,  while  it  is  v^ithout  specific 
action,  is  often  extremely  valuable  for  its  stimulating  efTect 
Bromtds  and  cannabis  indica  are  sometimes  useful  in  amelio- 
rating the  distress  that  follows  the  withdrawal  of  opium. 
Sulphonal,  [>araldeliyd,  and  chloretone  are  the  best  hyp- 
notics. Massage,  gratluated  exercise,  and  the  Turkish  bath 
are  useful  roborant  measures  in  the  convalescent  stage, 

CHRONIC  LEAD-POISONING. 

iPlumbism;  Saturnism.) 

Etiology* — Chronic  lead*poisoning  may  be  brought 
about  by  the  too  prolonged  use  of  the  salts  of  lead  for, 
medicinal  purposes,  but  it  is  much  more  frequently  induced 
in  workmen  who  are  exposed  to  the  fumes;  or  dust  of  lead,] 
or  who  handle  the  metal  or  paints  containing  it.  It  may 
follow,  also,  the  accidental  introduction  of  lead  into  the 
system  through  drinking-water,  articles  of  food,  hair-dyes, 
and  cosmetics.  Occasionally  it  results  from  the  use  of 
water  that  has  been  carried  through  lead  pipes  or  has  been 
stored  in  cisterns  lined  with  lead. 

Pathology. — The  muscles  arc  degenerated,  and  the 
peripheral  nerves  frequently  reveal  evidences  of  chronic  neu- 
ritis.     In  cases  associated  with  marked  muscular  atrophy 
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there  may  be  also  degeneration  of  the  ganglionic  cells  in 
the  gray  horns  of  the  spinal  cord. 

Symptoms. — The  following  are  the  chief  manifestations  : 
Anemia  with  granular  degeneration  (basophilic)  of  the  red 
cells;  severe  colicky  pains  centering  around  the  umbilicus, 
with  retraction  and  rigidity  of  the  abdominal  walls ;  consti- 
pation ;  a  blue  line  on  the  gums  near  the  insertion  of  the 
teeth,  due  to  the  deposition  of  a  sulphuret  of  lead  ;  paralysis  ; 
tremors;  intense  headache;  pairis  in  the  joints  (arthralgia); 
arteriosclerosis ;  chronic  interstitial  nephritis ;  and  grave 
cerebral  symptoms  (encephalopathies). 

Tht'  Paniivsis. — This  usually  attacks  the  muscles  supplied 
by  the  nnisculospiral  nerve, — the  extensors  of  the  fingers 
and  of  the  wrist, — causing  the  so-called  "  wrist-drop.**  The 
alTected  muscles  ultimately  atrophy  and  yield  tlie  reactions 
of  degeneration,  Occasitnially  other  muscles  are  involved, 
such  as  the  extensors  of  the  legs,  the  recti  of  the  eye,  and 
the  adductors  of  the  larynx.     Sensation  is  not  affected. 

Enft'phahpathit's, — These  are  among  the  more  rare  mani- 
festations of  plumbism,  and  consist  of  convulsions,  coma, 
delirium,  intense  headache,  and  blindness  from  atrophy  of 
the  optic  nerves. 

Prognosis. — Guardedly  favorable. 

Treatment* — Prophylaxis  consists  in  absolute  cleanli- 
ness ;  the  use  of  respirators  in  lead  l^ictories ;  tlie  avoidance 
of  eating  in  an  atmosphere  laden  with  the  dust  of  the 
metal ;  and  in  the  occasional  use  of  Epsom  salts. 

The  curative  treatment  consists  in  the  administration  of 
iodid  of  potassium  (5  to  10  grains  thrice  daily)  and  the  use 
of  sulphur  baths.  Constipation  should  be  relieved  by  Ep- 
som salts.  The  colic  may  require  tlie  hypodermic  injection 
of  niorphin  and  atropin  and  the  application  of  hot  fomenta- 
tions to  the  abdomen.  The  paralysis  generally  yields  to 
massage,  the  constant  current,  and  hypodermic  injections 
of  strychnin. 
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THE  COLOR  OF  THE  SKIN. 

Pallor  as  a  pennant' nt  condition  is  generally  an  expres- 
sion of  anemia:  but  it  should  be  harnt*  in  mind  that  in  some 
cases  the  surface  is  pale  when  the  blood  is  nomially  rich  in 
corpuscles  and  hemoglobin  ;  and  that  in  other  cases  the  sur^ 
face  has  a  natural  color  wlien  the  blood  is  considerably  defi- 
cient in  corpuscles  and  hemoglobin.  It  follows,  therefore, 
that  an  absolute  diagnosis  of  anemia  must  rest  on  an  analy- 
sis of  the  blood. 

Pallor  as  a  temporary  condition  may  result  from  emo- 
tional excitement,  exposure  to  extreme  cold,  shock,  syn- 
cope, or  collapse. 

Yellowness  of  the  skin  may  result  from  jaundice,  in 
which  case  the  conjunctiva:'  will  also  be  yellow  and  the  urine 
will  contain  bile.  Yellowness  may  also  result  from  chlorosis 
or  pernicious  ancnna,  and  in  these  cases  the  normal  color  of 
the  conjunctivae,  the  associated  symptoms  of  the  disease, 
and  the  absence  of  bile  in  the  urine  will  indicate  the  cause. 

Whiteness  of  the  Skin.— A  milk-white  hue  over  ex 
tensive  areas  may  be   obser\  ed  in  albinism^  vitiligo,  and  in 
leprosy. 

Dark-brown  or  gray  discoloration  of  the  skin  is 
observed  in  the  following  conditions  : 

Addison  s  Jyiseasc. — In  this  affection  the  skin  has  a  bronzed 
appearance,  which  is  especially  marked  on  exposed  parts  ; 
the  buccal  mucous  membrane  may  also  reveal  discolored 
plaques,  and  there  are,  in  addition,  anemia,  prostration,  and 
gastric  irritability. 

466 


GLOSSY  SK/N, 


467 


Argyna. — This  term  is  applied  to  the  dark-gray  discolora- 
tion of  the  exposed  parts  that  follows  the  prolonged  use  of 
nitrate  of  silver.  Tiie  discoloration  is  due  to  a  deposition 
of  the  oxid  of  silver  and  is  more  or  less  permanent.  Ft  is 
said  to  be  preceded  by  a  dark  line  on  the  gums,  similar 
to  the  one  observed  in  chronic  lead-poisoning.  I^^ormerly, 
when  nitrate  of  silver  was  used  extensively  in  the  treatment 
of  epilepsy,  it  was  not  an  uncommon  condition. 

VagaboiuiismtiS. — This  term  is  applied  to  the  dark-brown 
discoloration  of  the  skin  that  follows  prolonged  exposure  to 
the  weather,  unclean liness.  and  perhaps  the  irritation  of  the 
skin  resulting  from  pediculosis. 

Blueness  of  the  skin  as  a  permanent  condition  is  gen- 
erally an  expression  of  cyanosis. 


HARDN^S  OR   INDURATION  OF  THE  SKIN. 

Induration  of  the  skin  is  observed  in  schrodinmi.  In  this 
affection  the  skin  is  tense,  hide-bound,  and  more  or  less  pig- 
mented. Induration  is  also  obsened  in  myxtiicma.  In  this 
condition  the  skin  is  swollen,  as  in  edema,  but  it  is  firm,  in- 
elastic, and  does  not  pit  on  pressure.  In  addition  the  fea- 
tures are  peculiarly  broadened  and  the  mental  power  is  im- 
paired. Circumscribed  patches  of  induration  are  observed 
in  morpina.  The  circumscribed  patches,  with  hyperemic  or 
pigmented  borders,  and  the  smooth,  shiny,  atrophied  condi- 
tion of  the  skin  are  the  diagnostic  features. 

Edaua^  or  dropsy  of  the  ntbcutmieofts  tissues,  when  ex- 
treme, may  also  cause  induration. 

A  brawny,  indurated  condition  of  the  muscles .  especially 
of  the  legs,  is  frequently  observed  in  seuny.  It  probably 
results  from  a  sanguineous  exudation.  The  anemia,  pur- 
puric spots,  and  spongy,  bleeding  gums  will  aid  in  the 
diagnosis, 

GLOSSY  SKIN, 

**  Glossy  Skhtr — This  term  was  applied  b)-  Paget  to  indi- 
cate a  smooth,  atrophied,  and  shiny  appearance  of  the  skin. 
It  is  most  frequently  observed  after  inflammation  or  injury 
of  the  nerve-trunks.      It  is  somedmes  associated  with  an 


468   DISEASES  OF  THE  SKIN  AND  ITS  APPENDAGES, 


intense  burning  pain  to  which  Mitchell  has  given  the  name 

ENLARGEMENT  OF  THE  SUPERFICIAL  VEINS. 

Enlargenitrnt  of  the  superficial  veins  may  result  from 
chronic  heart,  lung,  or  hVer  disease  or  from  the  pressure  of 
a  tumor  or  aneurj'sm  on  deep-seated  veins.  As  a  general 
condition  it  may  be  congenita!  and  result  from  occlusion  of 
the  deep  veins. 

'*  Caput  Medusae."— This  term  is  applied  to  a  circle  of 
dilated  veins  surroundmg  the  umbilicus.  It  is  indicative  of 
obstruction  to  the  portal  circulation,  and  may  result  from 
atrophic  cirrhosis  of  the  liver,  from  thrombosis  of  the  portal 
vein,  or  from  the  pressure  of  a  tumor  on  the  portal  vein. 

CUTANEOUS  EMPHYSEMA, 
Cutaneous  emphysema  consists  in  an  escape  of  air  into 
the  cellular  tissue.  It  is  manifested  by  a  diffuse,  jxillid  swell- 
inj^  of  the  skin,  which  crackles  on  palpation  and  which  pits 
on  pressure  ;  but  unlike  edema,  the  depression  immediately 
disappears  when  the  finger  is  withdrawn.  It  may  result — 
( 1 )  From  traumatism  of  the  lungs,  as  in  gunshot  wounds  of 
the  chest  or  fracture  of  the  ribs.  (2}  From  rupture  of  the 
esophagus,  stomach,  intestines,  larynx,  trachea,  or  lungs. 
The  rupture  of  these  organs  is  usually  due  to  ulceration. 
such  as  may  occur  in  cancer  of  the  esophagus,  tuberculous 
cavity  of  the  hmg,  or  purulent  pleurisy. 

ABNORMAL  CONDITIONS  OF  THE  NAILS. 

Atrophy  of  the  Nails. — The  nails  may  become  dry, 

brittle,  discolored,  and  cracked  in  organic  disease  of  the 
sphial  cord ;  after  inflammation  or  injur)-  of  the  peripheral 
nerv^es  ;  after  prolonged  febrile  diseases,  like  typhoid  fever; 
and  in  certain  affections  of  the  skin  that  involve  the  matrix 
of  the  nail,  as  eczema,  psoriasis,  and  ringworm. 

Cttrving  of  the  Nails. — Incurvation  of  the  nails  is  gen- 
erally associated  with  clubbing  of  the  terminal  phalanges. 
It  is  observed  in  phthisis,  chronic  cardiac  disease^  and  in 
many  wasting  diseases. 
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Onychia^ — ^InHammation  of  the  matrix  of  the  nail  may 
result  from  injury;  from  sypliilis  ;  from  organic  disease  of 
the  spinal  cord,  as  locomotor  ataxia;  from  arthritis  de- 
formans; and  from  cutaneous  affections  involving  the  matrix, 
as  leprosy,  ringworm,  and  eczema. 


Ct/TANEOUS  ERUPTIONS, 

Macules. — ^ Macules  are  discolored  spots  that  are'  neither 
elevated  nor  depressed, 

A  general  red  nmcoUr  eruptioii  is  observed  in  the  follow- 
ing conditions: 

5|'//////3\ —Secondary  syphilis  may  manifest  itself  as  an 
eruption  of  small  red  macules.  They  are  usually  abundant 
and  frequently  cover  the  entire  body;  they  lack  subjective 
symptoms ;  they  are  usually  associated  with  the  history  or 
with  the  evidences  of  syphilis,  such  as  the  scar  of  the 
chancre,  bone-pains,  alopecia,  swollen  glands,  and  sore 
throat. 

Erythema  multiforme  may  manifest  itself  as  a  macular 
eruption,  but  the  macules  are  usually  associated  with  dark- 
red  papules  or  tubercles.  The  multiformity  of  the  lesions  ; 
their  preference  for  the  extremities  ;  their  appearance  in  suc- 
cessive crops  ;  the  short  duration  of  each  lesion  ;  the  absence 
of  subjective  phenomena,  such  as  itching^  and  burning;  and 
the  presence  of  rheumatic  pains  are  the  diagnostic  fea- 
tures. 

Pityriasis  Rosea, — The  eruption  is  espedally  found  on  the 
trunk  ;  the  lesions  are  rose-red  in  color  ;  they  are  slightly 
scaly,  the  scales  being  dry ;  subjective  phenomena  are  gen- 
erally absent ;  and  the  duration  is  a  few  weeks. 

Ptdituiosis  Corptms. — Lice  may  produce  a  minute  red  or 
purple  eruption,  The  small  size  of  the  lesions;  their  con- 
finement to  the  covered  parts  :  the  intense  itching  and  the 
presence  of  scratch-marks  ;  and  the  discovery  of  pediculi  on 
the  clothes  arc  the  diagnostic  features. 

Roiheln. — This  affection  produces  a  macular  or  maculo- 
papular  rash  that  disappears  in  two  or  three  days  by  sh'ght 
desquamation.     The   moderate   fever,  sore  throat,  swollen 


470  DISEASES  OF  THE  SKIN  AND  ITS  APPENDAGES. 

cervical  glands,  and  histoiy  of  contagion  will  asjiist  in 
diagnosis. 

Accidiniai  Rashes, — Local  inflammations  like  tonsillitis  and 
acute  gastritis  and  certain  drugs  and  foods  occasionally  pro* 
duce  a  macular  rasii. 

Purpuric  spots  or  hemorrhagic  macxUes  (petechiae)  result 
from  minute  extravasations  of  blood  into  the  skin. 

A  purpuric  eruption  is  observed  in  the  following  condi- 
tions : 

htrpura  Hcsmorrliagica  {Morbus  Maculosus  WcrUtofii). — 
This  affection  occurs  especially  in  children ;  it  is  associated 
with  fever  and  bleeding  from  the  mucous  membranes,  and 
generally  runs  a  course  of  one  or  two  weeks. 

Si'urtj, — This  disease  results  from  a  deprivation  of  fresh 
vegetables,  and  is  associated  with  spongy,  bleeding  gums, 
great  weakness,  and  a  brawny  induration  of  the  muscles. 

A7/<7/w^//Mv//,— Occasionally  an  eruption  of  purpuric  spots 
appears  in  rheumatic  subjects.  It  is  usually  associated  with 
pains  in  the  h'mbs,  but  fever  is  generally  absent. 

Piliosis  Rheumahca  (Schditidn's  Ihsfus^), — This  is  an 
acute  affection,  characterized  by  purpuric  spots,  urticaria, 
sore  throat,  moderate  fever,  and  an  inflammation  of  the 
joints  resembling  rheumatism.  By  some  the  disease  is  re- 
garded  as  a  manifestation  of  rheumatism. 

Extrtffic  Anemia, — A  petechial  rash  is  not  uncommon  in 
pernicious  anemia,  leukocythemia,  cancer,  and  advanced 
Bright  s  disease.  The  history  and  the  associated  symptoms 
of  the  original  disease  will  indicate  the  diagno.sis. 

Certain  fn/cffiotts  Diseases. — In  typhus  fever  a  purpuric 
eruption  appears  on  the  fourth  or  fifth  day.  In  cerebro- 
spinal meningitis  the  eruption  is  frequently  petechial.  In 
malignant  measles  and  malignant  smallpox  the  rash  is  often 
hemorrhagic.  In  acute  yellow  atrophy  of  the  liver  and  in 
ulcerative  endocartlitis  a  fjetechial  eruption  is  frequently  ob- 
served, 

Poisfltting  from  Certain  Substanees. — Poisoning  from  phos- 
phorus, the  virus  of  venomous  snakes,  mercury,  and  anti- 
pyrin  may  be  associated  with  an  eruption  of  purpura. 

Irdicitiosis  and  Kindred  Affections. — Body -lice,  bedbugs, 
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and  fleas  produce  petechial  lesions  that  are  surrounded  by 
slight  areola.  The  itching,  scratch-marks,  and  discover)'  of 
the  parasite  are  the  diagnostic  features. 

Brown  macules  are  obser\'ed  in  : 

Lentigo  or  FnckU. — The  spots  are  small,  and  are  found 
especially  on  exposed  parts—face,  neck,  shoulders,  and 
hands. 

Chlofuma, — Dark  spots  may  result  from  irritation  of  the 
skin  from  the  action  of  chemicals,  heat,  scratches,  or  blisters. 
They  are  sometimes  noted  in  general  diseases,  like  Addison's 
disease  and  syphilis.  They  also  occur  in  primary  affections 
of  the  skin,  as  vitiligo,  morphea,  scleroderma,  and  leprosy. 

Mole  or  Ntrvus  Pigmenfosii. — Males  consist  in  congenital 
deposits  of  pii.i[mcnt  on  various  parts  of  the  body. 

White  or  pale  yellow  macules  are  obsenxd  in : 

Vitiligo.— h'^dkxt  from  the  absence  of  pigment,  the  skin  is 
normal  in  appearance  and  function.  An  excess  of  pigment 
is  generally  noted  at  the  periphery'  of  the  white  patches. 

Leprosy. — In  this  condition  there  are  structural  changes 
in  the  skin  and  anesthesia  in  addition  to  the  white  appear- 
ance. 

.^forphca. — In  the  late  stage  of  this  affection  the  circum- 
scribed patches  are  white  or  yellow.  The  structure  of  the 
skin  is  altered,  and  the  peripher>^  of  the  patches  is  distinctly 
hypercmic. 

Facial  Hemiatrophy. — The  onset  of  this  disease  may  be 
marked  by  the  appearance  nf  a  jellow  or  white  spot  on  one 
side  K\{  the  face. 

DifPiise  Brythema  or  Inflammation  of  the  Skin.^ 
Diffuse  erythema  or  inflammation  of  the  skin  may  result 
from : 

Tlie  Action  of  Certain  Drugs  (Dermatitis  Medicamentosa). — 
Belladonna,  quinin,  chloral,  cubebs,  sahcylic  acid,  and  arsenic 
may  produce  a  diffuse  red  rash. 

Scarlet  Fever. — The  history  of  contagion,  high  fe\er,  sore 
throat,  swollen  glands,  rapid  pulse,  and  the  punctiform 
cliaracter  of  the  rash  will  indicate  the  diagnosis. 

Rotheln. — In  some  cases  of  rothein  the  eruption  is  red 
and  diffuse*     The    history,  slight    fever,  mild  catarrh,  and 
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marked  swelling  of  the  postcervical  glands  will  suggest 
rotheln. 

Local  irritation  from  traumatism,  excessive  heat,  poisonous 
plants,  or  drugs  often  produces  erythema. 

Erythema  Int«rtrigo. —  Ihis  occurs  where  two  cutaneous 
surfaces  come  in  contact.  The  part  is  red,  moist,  and  some- 
times macerated.     The  condition  excites  a  burning  pain. 

Eczema.— The  skin  is  thickened  and  infiltrated ;  there  is 
marked  itching  ;  the  redness  shades  off  gradually ;  and  there 
is  no  fever. 

Erysipelas. — The  part  is  considerably  swollen;  the  redness 
and  swelling  terminate  in  an  abrupt  ridge  and  the  tempera- 
ture is  high. 

Acne  Eosacea.^This  is  a  chronic  disease ;  the  redness 
appears  on  the  face  and  is  associated  with  acne  lesions  and 
dilated  capillaries. 

Vesicles. — A  vesicle  is  a  small  elevation  of  the  skin 
containing  serous  fluid,  and  varying  in  size  from  a  pin  head 
to  a  split-pea.  Vesicles  are  observed  in  the  following  con- 
ditions: 

Sudamen, — This  consists  of  an  eruption  of  minute  vesicles 
that  result  from  the  imprisonment  of  sweat  in  the  layers  of 
the  skin.  It  is  usually  associated  with  free  perspiration ;  the 
vesicles  are  translucent,  lack  inflammatory  characteristics, 
and  show  no  tendency  to  rupture. 

Herpea. — The  vesicles  apj^ear  in  groups  or  clusters ;  they 
are  mounted  on  an  inflammatoiy  base ;  they  show  no  ten- 
dency to  rupture ;  they  are  frequently  associated  with  burning 
or  neuralgic  pains ;  and  they  are  distributed  along  the  line 
of  the  ner\'e-trunks. 

Dermatitis  Venenata. — A  vesicular  eruption  may  result 
from  contact  with  poisonous  plants,  such  as  the  poison-ivy 
or  poison-oak.  The  eruption  generally  appears  on  the  ex- 
posed parts — face  or  hands  ;  the  part  is  red  and  swollen  and 
there  is  intense  itching. 

Dermatitis  Herpetifonms. — The  vesicles  arc  very^  irregular 
in  shape;  they  appear  in  clusters;  they  are  very  tense;  they 
show  no  tendency  to  rupture  ;  they  arc  frequently  associated 
with  other  lesions — papules,  pustules,  and  bullae ;  they  excite 
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intense  itching  ;  and  they  apjjear  in  crops  over  a  period  of 
weeks  or  months. 

Impetigo  Contagiosa.— Tlie  eruption  consists  of  small  vesi- 
cles that  subsequently  enlarge  until  they  reach  the  size  of 
blebs;  the  vesicles  appear  in  crops;  are  commonly  discrete; 
are  Hat  and  unxbilicated ;  are  fillud  with  a  straw-colored 
fluid;  they  show  no  tendency  to  break,  but  dry  up  and  form 
thin  yellow  crusts,  and  they  excite  but  little  itching.  The 
disease  is  contagious  and  auto  inoculable ;  occurs  especially 
in  children ;  and  lasts  from  one  to  two  weeks. 

Vesicular  Eczema.^The  vesicles  are  quite  small  and  are 
aggregated  in  patches;  the  intervening  skin  is  red  and  thick- 
ened ;  the  vesicles  tend  to  break  and  pour  forth  a  serous 
fluid  tliat  keeps  the  part  moist;  and  the  eruption  is  asso- 
ciated with  intense  itching. 

Miliaria,  or  Heat-rash. — This  may  appear  as  an  eruption  of 
minute  vesicles;  they  are  alw*ays  discrete;  they  are  sur- 
rounded by  red  areohe ;  they  usually  appear  on  the  trunk  ; 
they  are  generally  associated  with  pin-head  papules  ;  ttiey 
show  no  tendency  to  rupture;  and  they  excite  a  little  burn- 
ing and  itching. 

Scabies. — In  this  affection  the  vesicles  are  small ;  they  are 
usually  associated  with  pustules  and  burrou^s ;  they  excite 
intense  itching ;  and  they  are  usually  found  on  the  hands, 
forearms,  in  the  axilla;,  under  the  mammae,  and  on  the  inner 
asjxrcts  of  the  tliighs. 

Blebs^  or  Bullse,=-A  bleb,  or  bulla,  is  a  drcumscribed 
elevation  of  the  skin  containing  serous  fluid,  and  varying  in 
size  from  a  pea  to  an  egg.  HIebs  are  obscr\'cd  in  the  follow- 
ing conditions  : 

Impetigo  Contagiosa. — The  blebs  arc  flat  and  umbilicated  ; 
they  contain  a  straw-colored  fluid  ;  they  appear  in  crops ; 
they  are  commonly  discrete;  they  show  no  tendency  to 
break,  but  dr\^  up  and  form  thin  yellow  crusts ;  and  they 
excite  but  little  itching.  The  disease  is  contagious  and  auto- 
inoculable;  occurs  especially  in  children;  and  lasts  from  one 
to  two  weeks. 

Dermatitis  Herpetiformis. — ^Thc  bullse  are  frequently^  asso- 
ciated with  papules,  vesicles,  and  pustules;  they  are  sur- 
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rounded  by  inflamed  skin  ;  they  appear  in  clusters  ;  they 
show  no  tendency  to  break,  but  dr>^  up  and  leave  yellowish- 
brown  crusts  ;  and  they  excite  considerable  itching. 

Pemphigus. — The  bulla:  appear  in  crops;  excite  but  Httle 
itching;  they  lack  an  inflammatory  areola;  and,  as  a  rule, 
they  dry  up,  and  leave  behind  a  thin  pellicle.  The  disease 
is  generally  chronic. 

SypMlis. — The  bullous  syphilid  is  observed  in  hereditary] 
syphilis  and  vcr)-  late  in  the  acquired  disease.    The  contents 
of  the  bulhe  soon  become  pustular;  the  blebs  dr>'  up,  and 
form  dark-green,  cone-shaped,  stratified  crusts,  which  become j 
detached  and  leave  discharging  u!cei"s.    The  history  and  the 
other  evidences  of  syphilis  will  aid  in  the  diagnosis. 

Pusttiles.^ — A  pustule  is  a  small  circumscribed  elevation 
of  the  skin  containing  pus.  Pustules  are  observed  in  the 
following  diseases : 

£c2ema  Pustiiloflimi.— The  pustules  are  small ;  are  aggre-, 
gated  in  a  patch  ;  are  generally  associated  with  minute  vcsi-J 
cles ;  the  intenening  skin  is  red  and  thickened ;  and  there 
are  marked  burning  and  itching. 

Acne  Vulgaris.— The  pustules  are  usually  confined  to  the 
face,  back,  and  shoulders ;  they  have  their  origin  in  the 
sebaceous  follicles ;  they  are  generally  associated  with  papules 
and  comedones  ;  and  they  excite  no  itching. 

DdrmatitlB  Herpetiformis. — The  pustules  are  frequenllyj 
associated  with  papules  and  vesicles;  they  are  surrounded' 
by  inflamed  skin;  they  appear  in  clusters;  and  they  excite ^ 
considerable  itching.  J 

Impetigo  Cantagiosa. — The  eruption  is  at  first  vesicularJ 
but  it  soon  becomes  pustular;  the  pustules  var>' in  size  frond 
a  pea  to  a  large  marble ;  they  are  flat  and  umbilicated  ;  Uicyl 
appear  in  crops ;  they  are  commonly  discrete ;  they  show] 
no  tendency''  to  break,  but  dr>'  up  and  form  thin  yellow] 
crusts ;  and  tliey  excite  but  little  itching.  Tiie  disease  m 
contagious  and  auto-inoculable ;  occurs  especially  in  chtl^ 
dren  ;  and  lasts  from  one  to  two  weeks.  1 

Varicella,  or  Chicken-pox. — ^The  pustules  result  from  vcsiJ 
cles;  they  apjxrar  especially  on  the  trunk;  they  arc  smaQ] 
and  are  not  umbilicated  and  they  excite  but  little  itchingj 
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There  is  some  fev^cr.     The  disease  lasts  but  three  or  four 
days. 

Ecthsnaa. — ^This  disease  is  observed  especially  in  poorly 
nourished  adults.  The  pustules  vary  in  size  from  a  pea  to  a 
chcrr>^ ;  they  are  few  in  number  ;  they  arc  mounted  on  an 
inflammatory  base,  and  are  surrounded  by  a  distinct  inflam- 
matory areola;  they  excite  but  Httle  itching;  they  seldom 
break,  but  dry  op  and  form  brownish  crusts. 

ISmaUpoz. — In  this  disease  shot-like  papules  and  umbili- 
cated  vesicles  precede  or  are  associated  with  the  pustules. 
The  latter  are  small,  surrounded  by  a  red  areola^and  usually 
excite  some  itching".  The  high  (tv^r  and  history  of  con- 
tagion will  assist  in  making  the  diagnosis. 

Syphilis. — The  pu.stulcs  are  frequently  associated  with 
other  lesions  ;  they  are  often  mounted  on  a  copper-colored 
inflammatory  base ;  they  excite  no  itching ;  and  they  are 
usually  associated  with  the  history  and  the  other  evidences 
of  syphilis. 

Scabies. — The  pustules  are  small  and  usually  associated 
with  papules,  vesicles,  and  immmfs ;  they  are  especially 
observed  on  the  hands,  forearms,  in  the  axillic,  under  the 

» mammae,  and  on  the  inner  aspects  of  the  thighs,  and  they 
excite  considerable  itching.  There  is  often  a  lii story  of  con- 
tagion. 
Papules. — A  papule  is  a  circumscribed  soh'd  elevation  of 
the  skin  varying  in  size  from  a  pin-head  to  a  pea.  Papules 
are  observed  in  the  following  conditions : 

Er3rthema  Multiforme.^ — The  papules  are  often  associated 
with  macules  and  tubercles  ;  they  arc  flat,  and  are  of  a 
bright-red  or  purjile  color;  they  appear  especially  on  the 
extremities ;  and  they  show  no  tendency  to  suppurate,  but 
gradually  disappear  in  the  course  of  two  or  three  weeks  ; 
they  excite  no  itching,  but  they  are  often  assodated  with 

•  prostration  and  rheumatic  pains. 
After  the  Use  of  Certain  Drugs. — Bromids,  iodids,  copaiba, 
cubebs,  and  tar  may  produce  a  papular  eruption.     The  his- 
tor>^  will  aid  in  the  diagnosis. 

Eczema  Fapuilosam. — The  papules  are  very  small,  closely 
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aggregated  J  and  often  associated  with  vesicles  and  pustules; 
the  skin  is  thickened ;  and  there  is  intense  itching. 

Miliaria,  or  Prickly  Heat, — Tlie  papyles  are  very  small; 
they  are  veiy  often  associated  with  minute  vesicles;  they 
always  remain  discrete ;  tliey  appear  especially  on  the  trunk ; 
and  they  excite  a  little  burning  and  itching. 

Acne  Vulgaris. — The  papules  are  usually  confined  to  the 
face,  back,  and  shoulders;  tlicy  are  generally  associated  with 
pustules  and  comedones;  they  involve  the  sebaceous  fol- 
licles; and  they  do  not  excite  subjective  symptoms. 

Scabieg. — The  papules  are  small  and  are  usually  associated 
with  pustules,  vesicles,  and  bumnvs;  they  are  especially  ob- 
served on  the  hands,  forearms,  in  the  axillar,  under  the 
mamma.\  and  on  the  inner  aspects  of  the  thighs  ;  and  they 
excite  considerable  itching.  There  is  often  a  histor)*  of  con- 
tagion. 

SypMlk. — The  papules  are  dark  in  color ;  they  are  widely 
distributed,  being  especially  marked  on  the  trunk  and  flexor 
surfaces  of  the  extremities  ;  they  arc  usually  associated  with 
pustules ;  and  they  excite  no  itching.  The  histoiy  and  the 
accompanying  evidences  of  s)^jhilis  will  aid  materially'  in 
establishing  the  diagnosis. 

Smallpox.— The  papules  arc  hard  and  have  a  shot-hkc 
feel ;  they  soon  terminate  in  umbilicated  vesicles ;  they  exdtc 
some  itching,  and  they  are  associated  with  high  fever,  pam 
in  the  back,  and  often  a  history  of  contagion. 

Measles.^Thc  papules  arc  small,  and  run  together  to 
form  cresccntic'shafied  patches ;  and  they  are  associated  wth 
moderate  fever,  swollen  cervical  glands,  coryza,  conjunctivitis^ 
and  bronchitis.     There  is  often  a  history  of  contagion, 

Ttlbercles. — Tubercles  are  large,  circumscribed,  solid 
elevations  of  the  skin  var>ing  in  size  from  that  of  a  large 
pea  to  that  of  a  walnut.  They  are  observed  in  the  following 
conditions : 

Erjrthema  Nodosnm. — The  tubercles  are  large ;  they  usually 
appear  on  the  extremities;  they  arc  reddishpurple  in  color; 
they  never  suppurate ;  and  they  are  associated  with  malaise^ 
fever,  and  rheumatic  pains. 

Erythema  Multiforme. — The  tubercles  are  generally  asso- 
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cidted  with  macules  and  papules ;  they  are  flat,  and  are  of  a 
bright-red  or  purple  color;  they  appear  esix^cially  on  the 
extremities,  and  they  show  no  tendency  to  suppurate,  but 
gradually  disappear  in  tlie  course  of  two  or  three  weeks. 
They  excite  no  itching,  but  are  often  associated  with  pros- 
tration and  rheumatic  pains.  The  disease  is  probably  allied 
to  er>^thema  nodosum. 

Lupus  Vulgaris. — This  may  begin  as  a  papule  or  tubercle. 
It  is  especially  obsenxd  on  the  face.  The  tubercles  are  of  a 
pale-red  color  and  arc  quite  soft  to  the  tonch.  As  a  rule, 
ihey  slowly  break  down  and  form  shallow  ulcers  with  soft 
red  margins.  The  ulcers  are  painless  and  secrete  but  little 
material.  They  may  :nvade  all  the  soft  structures,  but  the 
bones  escape. 

Ssrpliilis. — The  tubercular  syphilid  manife.sts  itself  as  dark- 
red  tubercles.  There  are  seldom  more  than  three  or  four, 
and  they  generally  appear  on  the  face  and  extremities. 
They  are  very  firm  and  often  break  down,  forming  deep, 
punched-out  ulcers  that  secrete  an  abundant  purulent  ma- 
terial. 

Tinea  Sycosis,  or  Barber's  Itch.— The  tubercles  appear  on 
the  hair)'  parts  of  the  face  antl  invnlvc  the  hair- follicles. 
Suppuration  soon  begins  in  the  center  of  the  tubercles,  and 
the  hairs  become  dr>',  brittle,  and  loose.  The  microscope 
will  reveal  the  trichophyton. 

Leprosy. — One  form  of  leprosy  manifests  itself  as  tuber- 
cles. The  latter  are  u(  a  paie-red  or  yellow  color,  and  un- 
dergo slow  absoq:>tion  or  ulceration.  There  is  usuaUymore 
or  less  anesthesia  in  the  parts  affected. 

WhealS;  or  Pomphi.-— Wheals  are  evanescent  eleva- 
tions of  the  skin,  generally  more  or  less  round,  and  often 
white  in  the  center  and  pale-red  at  the  periphery.  They 
excite  considerable  itching.  They  are  observed  in  the  fol- 
lowing conditions  : 

Urticaria, — ^The  wheals  appear  in  crops;  they  are  of  very 
short  duration  ;  thoy  ma>'  appear  on  any  part  of  the  body ; 
and  they  excite  intense  itching. 

Erythema  multiforme,  peliosis  rlieumatica  (Schoaleiii's  dia- 
easej,  and  certain  insects,  like  mosquitos,  also  produce  wheals. 
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Crusts. — Crusts  consist  in  dried  exudation,  and  may  be 
red,  jellovv,  brown,  or  green  in  color.  They  are  marked  in 
the  following  diseases: 

Eczema.^ — The  crusts  are  generally  associated  with  pustules 
and  vesicles  ;  the  surrounding  skin  is  red  and  thickened  ;  and 
there  is  considerable  itching. 

Seborrliea. — Crusts  of  seborrhea  arc  generally  observed  on 
the  scalp.  Itching  is  absent,  and  there  are  no  evidences  o( 
inflammation, 

SypMlia.^Thc  crusts  arc  thick  ;  they  are  of  a  dark-brown 
or  green  color ;  and  they  are  often  associated  with  ulcers 
that  freely  discharge.  The  histor>^  and  other  evidences  of 
syphilis  will  aid  in  the  diagnosis. 

Impetigo, — The  crusts  arc  thin  and  yellow,  and  they  arc 
associated  with  blebs  that  appear  in  crops. 

Favufl. — The  crusts  generally  appear  on  the  scalp;  tliey 
are  yellow,  brittle,  and  cup-shaped;  they  are  usually  per- 
forated by  a  hair,  and  have  a  peculiar  niust>'  odor. 

Tinea  Tonsiurans,  or  Eingworm  of  the  Scalp. — In  neglected 
cases  this  affection  may  be  associated  with  crusting.     It  is 
observed  only  in   children.     The  grayish   scales,  the  dr>', 
brittle,  and  broken  hairs  projecting  througli  the  crusts,  the  ^ 
alopecia,  and  the  detection  of  the  trichophyton  are  the  diag-  fl 
nostic  features.  ^1 

Scales. — Scales  are  dry  exfoliations  from  the  upper 
layers  of  the  skin.  They  are  observed  in  the  following 
diseases : 

SquamouB  Eczema. — ^The  scales  are  usually  associated  with 
papules ;  the  underlying  skin  is  red  and  thickened,  and  there 
is  often  marked  itching. 

Seborrhoea  Sicca.— The  scales  are  greasy,  and  the  under* 
lying  skin  shows  no  evidence  of  inflammation.  The  seba^ 
ceous  follicles  are  often  dilated. 

PsoriaaiB, — The  scales  arc  dry,  and  are  of  a  pearly- white 
color ;  they  are  associated  with  circumscribed,  sharply  de» 
fined,  elevated,  inflammatory  patches.  The  extensor  sur- 
faces are  especially  involved.     There  is  little  or  no  itching. 

Ichtliyosis.  —  This  aflection  bt^gins  in  early  life.  The 
scales  arc  dry,  and  are  especially  marked  on  the  extensor 
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surfaces.  Itching  is  absent,  and  there  is  no  evidence  of 
inflammation. 

Syphilis.— The  scales  are  dry  and  are  of  a  grayisli  color ; 
tiiey  are  iLsually  associated  with  papules  ;  and  they  are  espe- 
cially marked  on  the  palms  and  soles.  There  is  no  itching. 
The  history  and  other  evidences  of  syphilis  will  assist  in  tlie 
diagnosis. 

Pityriasis  Rosea.^The  scales  are  found  especially  on  the 
trunk,  and  arc  associated  with  small,  rose-red  macules. 
There  is  no  itching.  The  disease  runs  an  acute  course  of  a 
few  weeks'  duration. 

Ringworm. — The  scales  are  dry  and  scant ;  they  are  asso- 
ciated  with  circumscribed  red  patches  that  tend  to  disappear 
in  the  center.  There  is  often  marked  itching.  Microscopic 
examination  reveals  the  trichophyton. 

Ulcers.^Ulcers  are  observed  especially  in  the  following 
diseases  : 

Syphilis. — The  ulcers  are  deep;  they  have  a  punchcd-out 
appearance ;  they  secrete  an  abundant  uffensive  material  ; 
they  often  involve  the  bone;  they  extend  rapidly  ;  tJiey  are 
not  painful,  and  the  imperfect  cicatrix  which  they  produce 
is  soft.  The  history  and  other  evidences  of  syphilis  will  aid 
in  the  diagnosis. 

Epithelioma. — This  appears  in  late  life  ;  there  is  usually  a 
single  center  of  ulceration  :  the  ulcer  is  irregular  in  shape ; 
the  edges  are  thickened  and  infiltrated ;  the  secretion  is 
scanty  and  bloody  ;  the  progress  is  somewhat  slow,  and 
there  is  often  pain. 

Lupus  Vulgaris, — This  generally  appears  in  early  Jife; 
there  are  often  several  centers  of  ulceration  ;  the  ulcers  are 
usually  superficial ;  the  edges  are  not  thickened  ;  the  prog- 
ress is  extremely  slow  ;  the  bones  are  never  involved  ;  there 
is  very  little  secretion,  and  soft  papules  often  develop  in  the 
cicatrix,  which  is  firm  and  contracted. 

Simple  ulcers  may  result  from  traumatism,  the  af>plication 
of  caustics,  or  the  action  of  intense  heat  or  cold.  Ulcers  are 
frequently  observed  on  the  legs  of  old  people  in  association 
with  varicose  veins.  Simple  ulcers  may  be  recognized  by 
the  history,  location,  appearance,  and  absence  of  other  causes. 
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Perforating  Ulcer  of  the  Foot, — This  term  is  applied  to  a 
dcep'.scated  ulcer  appcarinjr  on  the  sole  of  the  foot  and  most 
frequently  observed  in  locomotor  ataxia.  It  usually  begins 
as  a  corn  in  tlie  neit^hborhood  of  the  great  toe,  and  is  gcn- 
eralU'  associated  with  anesthesia  of  the  sole  of  the  foot. 

Decubitus. — This  term  is  applied  to  the  bed-sores  that 
form  after  the  occurrence  of  y^rave  cerebral  or  spinal  lesions. 
They  are  ^^encrally  observed  on  parts  that  are  subjected  to 
pressure,  as  the  sacrum,  buttocks,  calves,  and  heeJ«i,  and  arc 
preceded  by  erythema  and  vesication. 
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DISEASES  OF  THE  SWEAT-GLANDS. 


ANIDROSIS- 

Definition.— A  deficiency  of  sweat 

Etiology. —It  may  be  a  symptom  of  some  general  dis- 
ease, like  diabetes  or  Bright's  disease ;  it  may  be  an  asso- 
ciated condition  in  certain  cutaneous  diseases,  such  as 
ichthyosis  or  psoriasis  ;  and  it  may  develop  without  obvious 
exciting  cause  as  a  result  of  disturbed  innervation. 

Treatment. — Remedies  should  be  directed  to  the  pri- 
mary disease, 

HYPERIDROSIS 

Definition, — Excessive  sweating. 

Etiology.— As  a  general  condition  it  is  often  obser\'cd 
in  phthisis  and  in  other  diseases  characterized  by  marked 
debility.  Local  hy|X!ridrosis  is  most  frequently  observed  in 
the  hands,  feet,  and  axil!a\  and  probably  results  from  some 
derangement  of  the  symj>athetic  nervous  system.  Unilateral 
sweating  of  tlie  face  may  indicate  an  aneury^sm  or  tumor 
pressing!;  on  the  cer\'ical  s)'mpathctic. 

Symptoms. — The  primary  symptom  is  excessive  sweat- < 
ing»  and  this  often  leads  to  intertrigo  or  eczema.  Hrimii- 
drosis  is  often  associated  with  the  hyperidrosis. 
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Pro^osis. — Guarded.  In  many  cases  the  condition  is 
ver>'  ob-stinate. 

Treatment, — ^Frequently  there  is  an  evident  impairment 
of  the  general  health  that  will  require  appropriate  treatment. 
Internally^  one  of  the  following  remedies  may  be  employed 
to  diminish  the  amount  of  sweat :  belladonna,  picrotoxin, 
agaricin,  or  ergot, 

Locai  Trcatifiiftt. — Dusting-powders  of  starch »  talc»  or 
lycopMxlium  with  tannoform  or  boric  or  salicylic  acid ;  or 
lotions  containing  sulphate  of  zinc,  tannic  acid,  or  alum  are 
often  very  useful 


R.      Pulveris  acidi  salicylici 

Pulveris  zinci  carbonatts  pracipitati 
Pulveris  magnesii  usfae  .  .  .  .  - 
Pulveris  amyli  .,...,.. 
Pulveris  talci 

Sic — Dusliag-j¥3wder. 


(Hard  A  WAV.) 

In  hyperidrosis  of  the  feet  the  method  suggested  by 
Hebra  is  often  ver)'  efficient.  The  feet  should  be  washed, 
thoroughly  dried»  and  then  carefully  enveloped  in  strips  of 
muslin  that  have  been  spread  with  diachylon  ointment  The 
application  should  be  made  twice  daily.  In  the  dressing  no 
water  should  be  employed,  but  the  feet  must  be  carefully 
wiped  and  then  dusted  with  starch  or  lycopodium  before  the 
ointment  is  reapplied.  The  treatment  should  be  continued 
for  from  one  to  two  wrecks,  after  which  tlie  feet  may  be 
washed  and  the  dusting-fXiwder  alone  used. 

BROMIDROSIS. 

(OBmidrosis.  I 

Definition*— A  functional  affection  characterized  by  the 
excretion  of  sweat  that  has  a  fetid  odor. 

Symptoms,  —  It  is  generally  local  and  often  confined  to 
the  feet ;  it  is  frequently  associated  with  hyperidrosis. 

Treatment, — Same  as  hyperidrosis, 

CHROMIDROSIS. 

Definition. ^A  functional  affection  characterized  by  the 
secretion  of  colored  sweat. 
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S3!Tnptoms. — The  parts  most  frequently  afTecled  are  the 
face  and  trunk  ;  the  must  common  colors  are  red  and  yellow. 
It  is  often  associated  with  h}'peridrosis, 

SUDAMEN. 

Definition,^ A  cutaneous  affection,  characterized  by  trie 

eruption  of  minute  vesicles,  resulting  from  the  retention  of 
sweat  in  the  upper  layers  of  the  skin. 

Etiology. — It  is  often  obse n'ed  in  health  in  persons  who 
perspire  freely.  It  is  frequcntl>'  noted  in  febrile  diseases 
that  are  associated  with  sweating,  like  pneumonia  and 
typhoid  fever. 

Symptoms.- — Minute,  irregular,  translucent  vesicles  ap- 
pear on  the  surface.  They  are  not  surrounded  by  an  in- 
flammatory areola.  They  do  not  rupture,  but  dry  up  and] 
are  followed  by  slight  desquamation. 

Treatment. — The  affection  has  little  significance»  and 
treatment  is  rarely  required. 


FUNCTIONAL  DISEASES  OF  THE  SEBACEOUS 
GLANDS. 


SEBORRHEA. 
(Steorrhea.t 

DefinitiotJ. — A  functional  affection,  characterized  by  ex- 
cessive secretion  of  sebaceous  material,  which  may  be' 
normal  or  perverted. 

Etiolo^* — In  many  cases  the  cause  is  not  apparent. 
Often  the  disease  is  assodated  with  impairment  of  the  gen- 
eral health.     By  some  it  is  regarded  as  of  parasitic  origin. 

Varieties. — Seborrhoea  sicca  and  seborrhoea  oleosa. 

Seborrhcea  Sicca. — This  form  is  most  frequently  observed' 
on  the  scalp,  and  constitutes  what  is  popularly  termed  dan- 
druff.    Examination  reveals  an  incrustation  composed  of 
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thin,  yellowish^gray,  greasy  scales.  In  uncomplicated  cases 
the  skin  is  pak\  but  from  irritation  it  may  subsequently  be- 
come hypercmic  or  inflamed.  When  allowed  to  continue, 
the  nutrition  of  the  hair  is  interfered  with  and  baldness 
results. 

On  the  body  seborrhcea  sicca  appears  as  yellowish-gray, 
slightly  elevated  patches  covered  with  greasy  scales.  The 
outlets  of  the  follicles  are  often  dilated.  There  is  generally 
more  or  less  redness  of  the  skin  from  hyperemia  [seborrhtal 
t'czcma). 

Seborrhcea  Oleosa, — This  form  is  most  commonly  observed 
on  the  face,  particularly  about  the  nose,  which  is  habitually 
bathed  in  an  oleaginous  material  that  has  exuded  from  the 
sebaceous  follicles.  From  irritation  the  parts  arc  often  red. 
The  condition  is  frequently  associated  %vith  seborrhtea  sicca, 
comedo,  and  acne. 

Diagnosis. — Eczema. — In  this  disease  the  skin  is  red  and 
thickened ;  there  is  marked  itching ;  and  the  scales  are  not 
greasy. 

Psoriasis. — In  this  disease  the  scales  are  dry  and  pearly 
and  there  arc  evidences  of  inflammation. 

Prognosis* — Favorable  under  prolonged  and  judicious 
treatment. 

Treatment. — The  general  health  may  be  impaired ;  hence 
tonics,  like  iron,  str)xhnin,  and  cod-liver  oil,  are  often  indi- 
cated. Tlie  gastro-intestinal  tract  will  often  require  especial 
attention.  Constipation  should  be  relieved  by  diet,  enemas, 
or  mild  laxatives. 

LmchI  Trcatmatt. — Crusts  should  be  removed  by  applica- 
tions of  oil,  followed  by  shatTipooing  with  alcohol  and  green 
soap.  When  the  scalp  is  thoroughly  clean,  one  of  the  fol- 
lowing remedies  may  be  applied  :  sulphur,  mercurj-',  salicylic 
add,  carbolic  acid,  or  resorcin, 


i 


li*    Cer*  alba? 

Pclrolatt  liquidi    .    ,    . 

Aquae  rosse  . 

Sodii  boralis 

Sulphuris      ^ij — M. 

Fiat  unpiienium. 

SiG. — Apply  at  Ijedtime  fur  several  nights,  then  shampoo. 
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Or: 

B.     Kesorcinolis      ....  5^ 

Ok'i  ricini frt*3t 

Spiritu-*  myrcue 

Atcohnlis      , M  f5"j-— M. 

Sjg. — mi  all  cye-droppcr,  iolffxluce  between  the  hxiir^,  and  >ub- 
bequcntly  rub  iti  by  mcon^  of  a  llanncl  rag. 

Mild  cases  of  facial  seborrhea  often  yield  to  the  following 

ointment : 


U.    Hydrargyri  ammoniali         gr  xit-xix 

Ungucnli  ai|ua;  rosst   .  .    .  ^.— M. 

SiG, — Apply  al  bedtime. 

COMEDO. 
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Definition,^ — A  functional  disease  of  the  sebaceous  glands, 
characterized  by  the  retention  of  discolored  sebaceous  mate- 
rial in  the  distended  ducts  of  the  gland. 

Etiology. — It  is  most  frequently  observed  *in  young^j 
adults,  Debility,  gastro-tntestinal  disorders,  anemia,  and' 
lack  of  cleanliness  are  predisposing  factors. 

Patholog^y. — Tlic  material  in  the  ducts  is  composed  of 
sebum,  altered  epithelium,  and  pigment  matter  that  is  prob- 
ably derived  from  without.  Microscopic  examination  of  the 
material  often  reveals  a  mite, — the  Dfnwdcx  fMcithrum^ — -^ 
but  its  presence  is  accidental  and  of  no  etiologic  significancje^M 
Comedo  is  generally  associated  Mith  seborrhea.  ^1 

Symptoms. — The  disease  is  characterized  by  an  aggrega- 
tion of  minute  black  or  yellowish  spots  that  correspond  ta, 
the  outlets  of  the  sebaceous  glands.     The   lesion  is  ofteti 
slightly  elevated,  and   w  hen  the  skin  is  squeezed,  a  white, 
filifonn  mass  e.xudes,  to  which  the  term  "  flesh -worm  "  has' 
been  popularly  applied.    The  parts  most  commorUy  affected 
are  the  face,  back,  and  ears.     The  condition  frequently  ex- 
cites an  inOammation  of  the  follicles,  hence  it  is  often  asso^i 
ciated  with  acne. 

Prognosis. — Favorable  under  persistent  and  judidotis; 
treatment. 

Treatment. — Anemia,  dyspepsia,  and  consti|>alion  must 
be  treated  by  a  careful  regulation  of  the  personal  hygiene 
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and  by  the  use  of  appropriate  remedies.     Tonics,  like  iron» 
quinin,  cod-liver  oil,  and  strj'chnin,  arc  often  indicated. 

Local  TrtatmcHt, — Large  plugs  may  be  pressed  out  by 
means  of  a  watch-key  or  a  special  instriioient  for  the  pur- 
pose. Softening  and  removal  of  smaller  plugs  may  be 
hastened  by  the  application  of  cloths  wrung  Dut  in  very  hot 
water.  Kneading  and  the  application  o{  alcohol  and  green 
soap  w*ill  also  assist  in  their  expulsion.  Mercury  and  sulphur 
are  useful  remedies. 


B.    HydnuTyyri  chloridl  corroaivi 

Ajcoholis 

AqujE  ro«uc  ....... 

Sm.^Ddb  on  twice  daily. 


,    .    .    .    gr.  iv 
.    .    .    .  Rj 


MILIUM, 

(arutum,) 

Definition.— An  aflection  characterized  by  the  appear- 
ance of  small,  pearly,  non-inflannnatory  elevations,  which 
result  from  the  accumulation  of  inspissated  sebum  in  ducts, 
the  outlets  of  whicli  have  been  occlutied. 

Symptoms. — It  is  generally  observed  about  the  face, 
and  consists  of  a  collection  of  small,  round,  pearly  eleva- 
tions, which  var)'  in  size  from  a  pin-head  to  a  millet  seed. 
The  contents  of  the  distended  duct  cannot  be  squeezed  out 
until  an  oj>ening  is. made,  and  thus  it  differs  from  comedo. 
It  is  frequently  ass(x;iated  with  comedo  and  acne. 

Treatment, — ^Mild  sulphur  ointments  are  sometimes 
useful.  In  obstinate  cases  the  lesions  should  be  punctured, 
the  contents  squeezed  out,  and  the  interior  touched  with 
tincture  of  iodin. 

STEATOIWA. 
(Wen.) 

Definition.— A  steatoma,  or  wen.  is  a  cyst  resulting 
from  the  retention  of  secretion  in  a  sebaceous  gland. 

Symptoms. — One  or  more  rounded  or  oval  elevations, 
varying  in  size  from  a  pea  to  a  large  walnut,  slowly  appear 
on  the  scalp,  face>  or  back.     They  are  painless,  rather  soft, 
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and  when  opened,  are  found  to  contain  a  yellowish-white, 
caseous  mass. 

Diagnosis*— Fatty  Tumors. — Fatty  tumors  arc  rare  ori^ 
the  scalp  ;  they  are  frequently  lobulated  ;  they  have  a  doughy 
feel ;  and  are  not  so  movable  as  wens. 

Treatment. —  Ilie  sac  and  its  contents  should  be  cai 
fully  dissected  out.      Simple    excision    and  evacuation  at 
always  followed  by  a  return  of  the  cyst. 


INFUMMATORY  DISEASES  OF  THE  SKIN. 
ERYTHEMA  SIMPLEX. 


r        Definition.— Active  hyperemia  of  the  skin. 
"         Etiology.— It  may  result  from  exposure  to  heat  or  cold 
from  traumatism  ;  or  from  the  application  of  some  irritatinf 
substance.     A  symptomatic  variety  is  frequently  obsen^d  in' 
g^astric  irritation  and  SN^steniic  diseases. 

Symptoms. — Diffuse  uniform  retlness.  disappearing  on 
pressure,  and  without  thickening  or  elevation  of  the  skin. 
When  it  is  marked,  there  may  be  slight  burning. 

Treatment. — Sedative  lotions  or  dusting-powders  suffice. 


h 


ERYTHEMA  INTERTRIGO. 

(Cliaang,) 

Definition, — Hyperemia  induced  by  the  attrition  of  o| 
posing  siuiaces  of  the  skin. 

Etiology. — ^It  is  common  in  children  and  in  fat  subjec 
It  is  especially  noted  where  there  arc  friction  and  perspira- 
tion, as  under  pendulous  mamma%  between  the  upper  parts 
of  the  thit^hs,  and  around  the  genitalia. 

Symptoms. — It  is  characterized  by  diffuse  redness,  and 
often  by  heat  and  moisture.     It  excites  a  burning  sensatio 
When  the  cause  is  continued,  it  may  result  in  dermatitis. 

Treatment.— After  bathing  the  parts  with  a  lotion  of 
icid,  the  following  dusting-powder  may  be  used : 


id 
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R.    PuKcris  cainphorx  .    .        3J 

Fulvcris  aniyii 

Pulveris  ixncx  oxidi      .......  ^  Jss. 

ERYTHEMA  NODOSUM. 

(Dermatitis  Contuaiformis.) 

Defitiition* — An  acute  inl1aniiiiator>'  disease,  character- 
ized b)'  crops  of  large,  brit^ht-red  nodes  that,  in  the  process  of^ 
evolution,  a-ssLime  different  colors,  as  in  the  fading  of  a  bruise. 

Etiology. — It  is  usually  seen  in  children.  It  is  fre- 
quently associated  with  rheumatic  and  digestive  disturbances. 

Symptoms. — There  is  a  sudden  eruption  of  bright-red 
nodes,  varying  in  size  from  a  pea  to  an  egg.  The  extremi- 
ties are  most  commonly  affected.  The  advent  is  marked  by 
malaise,  headache,  slight  fever,  and  rheumatoid  pains.  At 
first  the  lesions  resemble  boils,  but,  unlike  the  latter,  they  do 
not  suppurate,  but  gradually  turn  yellow,  blue,  and  green,  as 
a  bruise. 

Prognosis. — Favorable,     Duration,  a  few  weeks. 

Treatment. — Saline  laxatives  and  sodium  .salicylate  are 
recommended.  Locally,  a  lotion  of  lead-water  and  laudanum 
makes  a  soothing  application. 

ERYTHEMA  MULTIFORME. 

Definition. — An  inllammatory  disease  characterized  by 
erythematous,  papular,  vesicular,  or  bullous  lesions. 

Etiolog:y» — It  is  more  common  in  women  than  in  men. 
It  is  apt  to  develop  in  the  spring  or  fall.  Rheumatism  and 
gastro-intestinal  disturbances  seem  to  predispose. 

Symptoms. — It  is  marked  by  an  eruption,  usually  on 
the  extremities,  of  the  fnllo\ving  lesions :  macules,  papules, 
vesicles,  or  bullae.  The  lesions  may  aggregate  or  remain 
discrete ;  they  last  one  or  two  weeks  and  gradually  fade. 
There  is  little  or  no  itching.  In  some  cases  there  is  decided 
constitutional  disturbance,  manifested  by  malaise,  headache, 
slight  fever,  and  rheumatic  pains. 

Diagnosis.  —  Dermatitis  Herpetifonnia.  —  The  marked 
itching,  the  greater  tendency  for  the  lesions  to  cluster^  and 
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the  chronic  character  of  dermatitis  herpetiformis  uiU  usually 
prevent  an  error  in  diagnosis. 

Urticaria. — In  tJiis  disease  the  individual  lesions  last  a  very 
short  time  and  are  associated  with  marked  itching. 

Prognosis. — Favorable.     Duration,  a  few  weeks. 

Treattnent. — In  the  debilitated  iron  and  quinin  arc  use- 
ful In  the  riieumattc,  tlie  salts  of  lithium  and  of  potassium 
may  be  employed.  Constipation  should  be  relieved  by 
saline  laxatives.  Locally,  lotions  of  boric  or  carbolic  acid 
followed  by  dusting-powders  exert  a  beneficial  effect. 


I 
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URTICARIA. 

(Hives;  Nettlerash.) 

Definition.^ — ^An  inflammatory  affection  characterized  by 
the  eruption  of  pale-red,  evanescent  wheals  tliat  are  asso- 
ciated with  severe  itching. 

Etiology. — Gastro-intestinal  disturbances,  emotional  ex- 
citement, and  chronic  visceral  diseases  predispose.  In  some 
it  may  be  excited  by  certain  articles  of  food,  such  as  shell- 
fish, strawberries,  etc.  The  bites  of  certain  insects  produce 
the  disease,  such  as  mosquitos,  bedbugs,  and  caterpillars. 
Some  drug^s  induce  urticaria  in  susceptible  people. 

Pathology  t^ — The  disease  consists  in  a  vasomotor  spasm, 
followed  by  paresis  of  vessels  and  an  outpouring  of  serum. 

Symptoms. — There  is  a  sudden  general  eruption  of 
papules  or  wheals  that  is  associated  with  intense  itching. 
Each  lesion  lasts  a  few  hours  and  is  succeeded  by  new  ones 
in  other  places. 

Varieties, — ^Urticaria  Papulosa.— In  this  form  the  wheal 
is  followed  by  a  lingering  papule  that  is  attended  by  con- 
siderable itching.     It  is  most  commonly  observed  in  children. 

Urticaria  Haemorrhagica. — The  lesions  arc  infiltrated  with 
blood. 

TJrticana  Tuberosa  (Giant  Urticaria). — In  this  form  the 
wheals  may  reach  the  size  of  an  egg. 

Diagnosis. — Erythema  Multiforme  and  Erythema  Nodo- 
Bujn. — In  both  of  these  affections  the  lesions  last  much 
longer  and  are  free  from  itching. 
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ProgTiosis.— Favorable.  In  some  cases  it  tends  to  be- 
come chrtinic. 

Treatment. — The  cause  should  be  removed  when  possi- 
ble. In  gastric  irritation  bismuth  or  calomel  and  soda  are 
useful. 

When  there  is  constipation,  a  saline  laxative  may  prove 
ver}'  etTicient.  The  special  remedies  usually  recommended 
are  alkaUs,  sodium  salicylate,  quinin,  potassium  bromid, 
and  atropin. 

Locally,  lotions  uf  water  and  alcohol,  carbolic  acid,  boric 
acid,  or  hydrocyanic  acid  are  very  useful : 


R.    Acidi  carbolici 
Glyccrim    .    . 
Alcohol  is  . 
Aqtujc     .    . 


q.  s.  ad  f^viij.~M, 


URTICARIA  PIGMENTOSA. 

This  is  a  form  i\^  urticaria  observed  in  young  children. 
It  is  characterised  by  an  eruption  of  wheals  that  are  itchy 
and  persistent,  and  that  leave  behind  a  yellowish  or  brown- 
ish pii^^mentation.  The  disease  runs  a  chronic  course  of 
months  or  years. 


HERPES  SIMPLEX. 

iFever-blisterB.) 

Definition. — An  acute,  nun-contay^ious  disease,  charac- 
terized by  L^roups  of  small  vesicles  mounted  on  inflamma- 
tory bases. 

Etiology. ^Herpes  is  very  common  in  febrile  diseases, 
especially  pneumonia,  influenza,  malaria,  and  cerebrospinal 
mcning^itis.  Local  irritation  also  predisposes  to  it.  It  is  de- 
pendent upon  a  peripheral  toxic  neuritis. 

Symptoms. — One  or  more  clusters  of  small  vesicles 
appear,  usually  on  the  face  or  genitah'a.  The  vesicles  are 
mounted  on  an  inflammatory  base,  contain  clear  rtuid,  and 
show  no  tendency  to  rupture.  Soon  their  contents  become 
puriform,  dry  up^  and  form  reddish-brown  crusts  tliat  fall 
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off* in  a  few  days.     Burning  and  tingling  precede  and  accom- 
pany the  eruption. 

Varieties #^W hen  it  appears  on  the  face,  it  is  tcrmi 
herpes  facialis  ;  on  the  genitals,  herpes  progeni (aits. 

Diagnosis. — Herpes  progenitalis  must  be  distinguish^ 
from  chancroid.     The  history,  the  superficial  character  of  the 
lesion,  the  burning  pain,  and  the  subsequent  course  will  \i^m 
dicate  herpes.  ^| 

Treatment. — The  lesion  may  be  painted  with  flexible 
coUodion,  or  the  following  lotion  employed  : 

B*    Zinci  oxidi gf-  xv 

Glycerini TTl  xv 

Ltquoris  plumbi  subacelatis  dilutus    .    .    lt[  v 
Liquoris  calcli <^,"vj-f5J. — M. 

Sio. — Apply  locally.  iTiLuuRy  Fox.) 

HERPES  ZOSTER. 

(Zona;   SMngles.) 

Definition.— An  acute  inflammatory  disease,  charac 
ized  by  groups  of  small  vesicles  mounted  on  inflammatory 
bases,  associated  with  neuralgic  pain,  and  following  the  dis- 
tribution of  certain  nerve-trunks. 

Etiology.— The  disease  commonly  depends  upon  a 
peripheral  neuritis.  Injury,  exposure  to  cold,  and  damp 
clothes  predispose  to  it. 

Symptoms. — Clusters  of  vesicles  mounted  on  inflamma- 
tor)'  bases  may  appear  on  any  part  of  the  body;  but  they 
are  most  frequently  observed  along  the  course  of  the  inter- 
costal nen^es.  Only  one  side  is  affected.  Sharp  neuralgic 
pain  precedes  and  accompanies  the  eruption.  The  fluid  in 
the  vesicles  soon  becomes  turbid,  dries  up,  and  forms  yellow- 
brown  crusts  which  fall  off  in  a  few  days. 

Prognosis. — Favorable. 

Treatment, — Tonics  are  often  indicated.  Bulkley  rec- 
ommends phosphid  of  7Jnc  in  doses  of  ^  of  a  grain  every 
three  hours.  Morphin  is  sometimes  required  for  the  relief 
of  pain.     Phenacetin,  however,  usually  suffices. 

Loealiy. — SedativT  applications  are  required  ;  the  best  are 
flexible  collodion  with  morphin,  or  a  solution  of  menthol  or 
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carbolic  add,  followed  by  a  dusting-powder  of  oxid  of  zinc 
or  starch- 


I'ulveris  amyli 
Pulvcris  /iriei  oxidi  . 


HERPES  mis. 

Definitiotl. — An  inllammatory  disease,  characterized  by 
groups  of  vesicles  arranged  in  concentric  rings  that  present 
a  somewhat  variegated  appearance. 

Etiology, — The  cau,ses  are  unknown.  The  disease  is 
rare. 

Symptoms. — One  or  more  rings  of  vesicles  successively 
appear  around  a  central  vesicle  or  papule.  The  different 
ages  of  the  rings  that  compose  the  patch  impart  to  the  latter 
a  variegated  ap{>earance.  Burning  and  itching  are  often 
attendant  symptoms.  The  hands,  arms,  and  feet  are  the 
parts  most  frequently  aiTected.  The  lesions  appear  in  suc- 
cessive crops  over  a  period  of  se\'cral  weeks.  In  some  in- 
stances the  vesicles  are  quite  large  and  resemble  the  blebs 
of  pemphigus. 

ProgftlOSis.*^ Favorable,  but  recurrent  attacks  are  com- 
mon. 

Treatment.-- The  same  as  in  herpes  zoster. 

AONE. 

f  Acne  Vulgaris.) 

Definition,— An  mflammatory  disease  of  the  sebaceous 
glands,  characterized  by  papules  and  pustules  and  usually 
seated!  on  the  face  or  back. 

Etiology. — It  generally  develops  about  puberty.  Anemia, 
menstrua!  disorders,  and  gastro-intestinal  disturbances  pre- 
dispose. Certain  drugs,  like  iodid  and  bromid  of  potassium 
and  copaiba,  may  induce  the  disease. 

Patliology,— Acne  lesions  result  from  the  irritation  ex- 
cited by^  retained  sebaceous  matter,  hence  the  papules  and 
pustules  are  commonly  associated  with  blackheads,  or  come- 
dones. 
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Symptoms. — An  aggregation  of  small  papules,  pustules 
and  comedones  about  the  face,  chest,  and  shoulders.     Pus- 
tules  or   papules  predominate  according  as  the  disease  \i 
acute  or  chronic.     New  lesions  develop  as  the  old  disappear, 
so  that  the  disease  usually  runs  a  protracted  course.     SuW 
jectivc  phenomena  are  absent. 

Varieties, — Acne    FapTilosa. — In    this    form    the    lesion 
reaches  the  papular  stage  and  advances  no  further. 

Acne  Pustulosa. —  In  this  variety  the  papules  develop  inti 


The  inilammation  is  deeply  seated,  the 
papule  or  pustule  is  firm,  and  the  lesion  is  slug- 


pustules. 

Acne  Indurate, 
base  of  the 
gish. 

Acne  AtTophica. — In  this  form  the  lesions  arc  followed  by 
small  scars  or  pits. 

Acne  Hypertrophica* — In  this  form  there  is  an  ovcrgrouth 
of  connective  tissue  and  the  skin  becomes  thickened. 

Diagnosis. — The  distribution,  the  chronic  character  of  I 
the  affection,  the  involvement  of  the  sebaceous  glands,  and] 
the  association  with  comedones  are  the  diagnostic  feature! 
which  separate  acne  from  all  other  afifecdons. 

Prognosis. — Curable  under  persistent  treatment, 

Treatment, — The   general    health   must   be  improved. 
The  ilkt  should  be  nutritious,  but  easily  assimilable ;  rich' 
food  must  be  prohibited.     Constipation  should  be  relieved 
by   mild    laxatives.      In    the   anemic   and    debilitated,  iroi 
quinin,   strychnin,   and    cod-liver   oil    are    useful    remedic* 
The  special  drugs  which  have  been  recommended  arc  arsenic, 
sulphur,  ergot,  and  calx  sulphurata.     Arsenic  is  best  suiU 
to  the  sluggish  indurated  forms;  and  calx  sulphurata  (^  U 
\  grain  four  times  daily)  to  the  pustular  variety-. 

Local  Trcatnu'ttt. — In  the  acute  form  mild  applications 
should  be  employed,  hke  the  following  cabmin  lotion : 


Putvcris  /Inci  oxi<ll 

3'') 

Pulveiis  cnlaiuii;;" 

%<\ 

Glycerini  .    . 

.\«|iijr  calcis      .    .    . 

In  chronic  cases  the  seKiceous  plugs  should  be  rem< 
by  a  watch-key  and  the  pustules  incised.     Thorough  wash- 
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ing  with  very  hot  water  and  green  soap  is  also  advisable. 
The  best  local  remedies  are  sulphur,  mercury,  and  resorcin. 

R.    Caleb |ss 

Sulphuris  sublimati ^j 

Aqu?B f5x.— M. 

Boil  together  with  constant  stirring  until  the  mixture  measures 

six  ounces  and  then  filter. 
SiG. — Apply  at  first  well  diluted  and  gradually  increase   the 
strength.  (Vlkminckx.) 

Or: 

B.    Sulphuris  pnecipitatis 3J 

Unguenti  aquas  rosae 

Pctrolati  liquidi aa  ^rjiv.— M. 

Sic— Apply  night  and  morning.  (Van  Harlinoen.) 

Or: 

Bt .    Hydrargyri  ammoniati gr.  xx-xl 

Unguenti  aqua;  rosce 5J" — ^* 

SiG. — Use  night  and  morning. 

Or: 

R.    Hydrargyri  chloridi  corrosivi     .    .    .    .    gr.  ss-ij 
Tincturse  benzoini  compositrc     •    ■    •    •  |3J 
Emulsi  amygdalae  amane fjiv. — M. 

SlG.— Use  locally. 

ACNE  ROSACEA* 

Definition. — A  chronic  affection,  usually  located  on  the 
face  in  the  region  of  the  nose,  and  characterized  by  marked 
hyperemia,  dilatation  of  the  vessels,  overgrowth  of  tissue, 
and  acne  lesions. 

Btiology. — Anemia,  menstrual  disorders,  gastric  distur- 
bances, exposure  to  extremes  of  temperature,  and  intem- 
perance are  the  usual  predisposing  causes. 

Symptoms. — The  affected  area  is  of  a  deep- red  color; 
the  vessels  are  dilated ;  the  skin  is  thickened  and  lumpy, 
and  acne  lesions  coexist.  In  advanced  cases  the  nose  may 
become  extremely  large  and  lobulatcd  (rhinophyma). 

Subjective  phenomena  are  generally  absent. 

Dia^OSis. — ^LupuB  Vulgaris. — In  this  disease  there  are 
soft,  pale- red  papules,  ulceration,  cicatrization,  and  no  en- 
largement of  the  blood-vessels. 

Prognosis. — Unless  the  hypertrophy  is  marked,  the  dis- 
ease is  curable  under  protracted  treatment. 
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Treatment. — ^The  general  treatment  is  the  same  as  in 

acne  vulgaris. 

Local   Tnatmcnt. — Sulphur   and    mercury  are  the   most 
reliable  remedies.     Vleminckx's  solution  is  very  useful  (s 
p.  491).    Dilated  vessels  should  be  destroyed  by  electroly 
Large  hypertrophies  may  be  removed  by  the  knife. 

FURUNCULUS* 

(BoH.) 

Definitioti. — An  acute  circumscribed  inflammation  of  a 
sebaceous  gland  or  hair-follicle,  usually  terminating  in  sup- 
puration. 

Etiology. — Single  boils  are  generally  due  to  local  irrita- 
tion.     Tiieir  appearance  in  crops  (furunculosis)  is  mainly^ 
indicative  of  impaired  health.     The  entrance  of  pus  cocclH 
into  the  skin  is  always  essential  to  their  production. 

BiagBOSis.  — Furuncles  must  be  distinguished  from  car- 
buncleB ;  the  latter  are  single,  large,  flattenci:!  at  their  sum- 
mits, and  have  multiple  openings.  ^_ 

Treattnetit. — In  furunculosisthecauseshould  be  searchc<j|H 
for  and.  \i  possible,  removed.  Tonics  Uke  iron,  quinin,  cod-^ 
liver  oil,  and  hypophosphites  are  oflen  very  useful.  Calx 
sulphurata  ( ^^ \  grain  thrice  daily  after  meals)  sometimc^H 
proves  serviceable.  A  solution  of  boric  acid  or  of  corrosiv<^B 
sublimate  may  be  applied  locally* 
sometimes  abort  them : 

B. 


The  following  paste  will 


Tchthyol    .  .    .    .    gr,  x 

Ungii«nti  hydrur;r>  n 

Exlrncti  bellndoiui.t ftA  gj. — M.  ^^__ 

SiG. — ^Apply  lucally  and  make  pressure  with  atripi  of  wSbSS^ 
plKKter 


J 


CARBUNCULUS. 

(Anthrax.) 

Dednition. — A  circumscribed  inflammation  of  the  skin 
and  deeper  tissues,  characterized  by  a  dark -red,  painful  node 
that  breaks  down  and  evacuates  through  several  apertures. 
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biology, ^Lowered  vitality  from  any  cause  predisposes. 
They  arc  especially  common  in  diabetes.  The  exciting  cause 
is  a  special  microbe. 

Symptoms,^ — A  dark-red,  painful,  flattened  node  appears, 
surrounded  by  a  dusky-red  area  of  induration.  In  a  week 
or  ten  days  suppuration  begins,  and  the  contents  are  dis- 
charged through  several  orifices.  There  is  generally  marked 
constitutional  disturbance.  The  most  common  seats  are  the 
nape  of  the  neck,  back,  and  buttocks. 

Prognosis**- Guardedly  favorable.  Death  is  not  an  in- 
frequent termmation  in  the  old  and  debilitated. 

Treatment. — Generally  tonics,  like  quinin,  iron,  and 
whisky,  are  indicated.  Opium  may  be  required  to  relieve 
pain. 

Local  Tnahnt'nt.—z\\\  the  early  stage  they  may  be  aborted 
by  a  central  injection  of  lo  to  20  minims  of  a  5  or  10  per 
cent,  solution  of  carbolic  acid  in  glycerin.  When  not  seen 
until  abortion  is  too  late,  firm  compression  may  be  made  by 
straps  applied  concentrically,  leaving  the  central  orifice  free 
for  the  discharge  of  sloughs ;  an  antiseptic  dressing  may  be 
applied  over  the  straps.  If  septicemic  symptoms  appear, 
recourse  must  be  had  to  deep  crucial  incisions  or  extirpadon 
of  the  necrotic  tissue. 


PSORIASIS 

Definition,— -  A  chronic  inflammatory  disease,  char- 
acterized by  red,  scaly,  sharply  circumscribed,  elevated 
lesions. 

Etiology*^ — Psoriasis  usually  develops  in  young  adults. 
Heredity,  the  gouty  diathesis,  pregnancy,  and  lactation  seem 
to  predispose.  It  is  as  common  in  the  robust  as  in  the  de- 
bilitated.    It  is  non-contagious. 

Pathology. — The  lesions  consist  of  a  marked  hyper- 
plasia of  the  rete  mucosum.  thickening  of  the  homy  layer, 
and  round-cell  infiltration  of  the  corium. 

Sjmiptoms. — Little  red  spots  appear  011  the  body  and 
gradually  grow  until  they  reach  the  size  of  a  dollar.  The 
lesions  are  of  a  dull  pink  or  red  color,  sharply  defined. 
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somewhat  elevated,  surrounded  by  healthy  skin,  and  covered 
with  abundant  dry%  pearly,  overlapi>ing  scales.    These  seal 
are  readily  detached,  leaving  behind  a  dry.  slightly  excoriate 
surface.     Tlie  lesions  may  be  uniformly  distributed  over  th 
entire   body,  but    usually  the  extensor  surfaces  are  more 
affected ;  a  symmetric  arrangement  is  often  observed.     Itch- 
ing is  slightl)'  or  entirely  absent.     After  a  variable  time  th 
center  of  the  patch  disapj>ears  and  leaves  behind  a  spot 
healthy  skin  that  gradually  increases  until  no  trace  of  th 
lesion   remains.      The  disease  runs  a  protracted  course  ofj 
months  or  years,  improving  in  the  summer  and  growin 
worse  in  the  winter. 

Diagnosis. — Eczema.— In  this  disease  tlie  patches  arc 
not  sharply  definiid,  but  shade  off  gradually  into  the  su 
rounding  skin;  there  is  marked  itching;  there  is   usually 
decided  discharge,  and  healing  begins  at  the  periphery  in- 
stead of  at  the  center  a,s  in  psoriasis. 

Seborrhea, — In  this  affection  the  lesions  are  usually  co 
fined  to  the  scal[>  and  face,  while  psoriasis  is  general  ;  th 
scales  are   gray  and  greasy ;  the   patches  are   not  circum- 
scribed  and  lack  the  inflammatory  character  of  psoriasis* 

Papulosauamous  Syphiloderm. — The  history,  the  associa 
symptoms  of  syphilis,  the  copper\'  color  of  the  lesions,  t 
scant  scaling,  the  special  tendency  to  involve  the  hands  and 
soles  will  render  the  diagnosis  apparent. 

Prognosis, — The   disease   disappears    under  treatmen 
but  relapse  generally  follows  after  a  longer  or  shorter  peri 

Treatment. — ^The  general  health  may  require  attentio 
In  the  gouty,  alkalis  are  of  value;  and  in  the  anemic,  irort 
and  cod-liver  oil  are  indicated.     Arsenic  is  often  of  consider- 
able value;  it  should  be  given   in  small  doses  cautiousl 
increased,     lodid  of  potassium  (to  to  20  grains  thrice  daily 
is  sometimes  recommended. 

f^AKii/  Tnatment. — The  scales  should  be  removed  by  alk 
line  baths  before  local  applications  are  made.    The  best  I 
remedies   are  tar,  oil   of  cade,    chr\'sarobin,   salic^^lic  acic 
resorcin,  sulphur,  and  ammoniated  mercur\^     Ointments  of 
chrysarobin  and  mercury  must  not  be  used  over  loo  g 
an  area. 
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B.   Olci  cadin. fg^tj 

Adij>i5 5J, — M* 

SiG. — Apply  night  and  nmrning. 

B;.    Cfarysarobim gj 

Acidi  salicyljci gr.  x-xx 

v^heris fgj 

Olei  ricini     ............    v\y 

Cullodii    ...»,....    4,  s.  ad  fgj. — M. 

SiG. — Appily  with  a  camcl'^t-hair  brysh  and  paint  over  with  plain 
collodion.  (Stelwagon.) 


ECZEMA. 

(TeUer.) 

Definition,— ^ A  non-contagious  inflammatory  disease  of 
the  skin,  charactcrizeJ  by  multiform  lesions— erythema, 
papules,  vesicles,  pustules,  scales,  and  crusts^ — and  asso- 
ciated with  infiltration,  itchintj,  aiiti  more  or  less  discharge. 

Btiology. — It  is  most  comnion  in  the  young  and  in  the 
aged.  Digestive  disturbances,  debility,  gout,  and  rheumatism 
predispose  to  its  development.  It  may  be  due  to  external 
irritants  like  cold,  heat,  the  rhus-plant,  hard  soaps,  certain 
dyes,  etc. 

Pathology. — The  lesions  consist  of  congestion,  with  a 
cellular  and  serous  infiltration  of  tJie  various  layers  of  the 
skin. 

Varieties,— Eczema  erythematosum,  papillosum,  vesicu- 
losum,  pustulosum,  squamosum,  and  rubrum. 

Eczema  Erirtliematosiim.— This  form  consists  in  irregular 
patches  marked  by  swelling,  redness,  and  slight  scaling,  and 
accompanied  by  itching  and  burning.  The  most  common 
seat  is  the  face. 

Eczema  PapuloBxun, — In  this  form  there  is  a  close  aggrega- 
tion of  minute  acuminated  papules  accompanied  by  severe 
itching.  It  is  frequently  associated  with  the  vesicular  variety. 
The  most  common  scat  is  the  extremities. 

Ecsema  Vesiculosiun. — This  consists  in  an  ill-defined  red 
patch  surmounted  by  minute  vesicles,  and  accompanied  by 
intense  itching.  The  vesicles  soon  rupture  and  leave  a  raw, 
weeping  surface  that  becomes  more  or  less  covered  with 
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crusts.      In  children  it  is   most  common  on  the  face;  in 
adults,  on  the  extremities. 

Eczema  PuBtulosum  (Eczema  Impetiginosiim). — ^This  consists 
in  an  aggregation  of  small  pustules  that  break  and  lead  to 
the  formation  of  thick  yellowish  crusts.  Itching  is  not 
marked.  It  is  frequently  associated  with  the  vesicular 
variety.  It  is  most  commonly  observed  on  the  face  and 
scalp  of  poorly  nourished  children. 

Eczema  Sqiiamosum.^In  this  form  there  are  irregular  ill* 
defined  red  patches  accompanied  by  considerable  scaling.  It 
differs  from  the  erythematous  form  in  the  large  amount  of 
scaling.     Its  most  common  seat  is  the  scalp. 

When  there  is  a  marked  tendency  to  fissuring,  as  in  chaf- 
ping,  this  form  is  termed  eiziffta  fissum ;  and  when  there  is 
a  tendency  to  the  formation  of  warty  excrescences,  it  is 
termed  txzcma  vtrrucosum. 

Eczema  Bubnun  (Eczema  Madidans). — This  is  a  secondary 
variety  and  is  recognized  by  a  raw,  dark-red,  moist  surface, 
more  or  less  covered  with  thick,  yellowish*red  crusts.  The 
itching  may  be  severe.  In  children  it  is  frequently  noted  on 
the  face,  and  in  old  people  on  the  exti'emities. 

Diagnosis. — Scabies. — The  history  of  contagion  ;  the 
location  of  the  lesions — between  the  fingers,  on  the  wrists, 
under  the  mammse,  in  the  axillar;  and  the  presence  of  bur- 
rows will  indicate  scabies. 

Paoriasis.^ — The  sharply  defined  patches,  the  dry  scaling, 
the  absence  of  marked  itching,  the  symmetric  distribution, 
and  the  predilection  for  extensor  surfaces  will  indicate 
psoriasis. 

Acne  Rosacea. — ^The  presence  of  acne  papules  and  pustules 
and  of  dilated  blood-vessels  and  the  absence  of  itching  will 
distinguish  acne  rosacea  from  er)'thematous  eczema. 

Seborrhea. — The  greasy  scales  and  the  absence  of  itching 
and  of  all  inflammator>'  symptoms  will  indicate  seborrhea^ 

Sycosis. — The  limitation  of  the  lesions  to  the  hair-follicles 
of  the  face  and  the  absence  of  itching  will  distinguish  sycosi^H 
from  eczema.  ^| 

Progiiosis. — Generally  favorable  under  persistent  ancl 
judicious  treatment. 
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Treatmetit. — General  Treatment. — The  health  must  be 
improved.  Tonics  are  frequently  indicated.  In  strumous 
children  cod-liver  oil  may  be  of  extreme  value.  Disturb- 
ances of  the  gastro-intestiiial  tract  are  frequently  present, 
and  will  require  appropriate  treatment.  In  the  gouty  and 
rheumatic  the  alkaline  mineral  waters,  colchicuin,  and  the 
salts  of  litliium  are  indicated.  Constipation  must  always 
receive  attention.  Of  the  special  internal  remedies,  arsenic 
is  the  most  important ;  it  is,  however,  indicated  only  in  the 
chronic  cases  in  which  bright  redness,  itching,  and  weeping 
are  absent. 

External  Treatment,— \n  acute  cases  with  marked  inflam- 
matory symptoms,  soothing  applications  should  be  employed. 
A  saturated  solution  of  boric  acid  may  be  dabbed  on  for 
five  or  ten  minutes,  and  may  be  followed  by  zinc  ointment 
spread  on  lint ;  when  there  is  much  itching,  carbolic  acid  is 
very  useful : 

fit.    Acidi  carbolici ,    .    .    .    ,    '^i 

Glyccrini fj^ij 

Aquae ,    -    .    q.  s.  ad  f^^nj.— M. 

Sir.. — Apply  locally. 

The  following  is  also  frequently  used : 

K.    Zinci  oxidi    ,    . las 

I^ulveris  calaminse   ..,...,.,    ^iv 

Glycerini fsiss 

Liquoris  calcis  , f^viij, — M. 

SlO* — Shake  and  apply  locally. 

In  chronic  cases  crusts  and  scales  should  be  removed  by 
soap  and  w^atcr  or  by : 

R.    .Saponts  vif  Idis  , .    ^ij 

Alcoholis ^j. — M. 

SiG-— Apply  thoroughly  and  remove  with  warm  water. 

The  best  external  applications  are  those  containing  salicylic 
acid,  tar,  mercury,  and  resorcin  : 

Ct.    Unguenti  pick  Hqtiidce     .        .?j~ij 

Unguenti  ztnct  oxidi    ....      q.  s.  ad  ^j. — M. 
SiG. — Apply  twice  daily. 

Or: 

R.    Hydrargyri  ammoniati    , gr.  x-xxa 

Unguenti  zinci  oxidi ^. — M, 
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UCHEN  RUBER,  UCHEN  PLANUS,  AND  UCHEN 
SCROFULOSIS.  I 

I^ichen  Ruber. — 1  his  is  an  extremely  rare  disease,  char- 
acterized by  the  eruption  of  small,  red,  glazed,  acuminated 
papules  that  show  no  tendency  to  coalesce,  and  tliat  arc 
associated  with  itcJiing  and  failure  of  general  health.  The 
disease  runs  a  chronic  course,  and  may  prove  fatal  through 
exhaustion. 

lyicheii  Planus. — This  form  is  characterized  by  an  erup- 
tion on  the  extremities  of  small,  red,  flat  papules  that  tend  to 
spread,  and,  by  coalescing,  form  dull-red,  irregular  patches. 
The  lesions  have  an  angular  outline,  are  slightly  umbihcatcd, 
and  at  first  have  a  smooth  and  shiny  ap|>earancc,  but  latcij 
are  slightly  scaly.  There  is  more  or  less  itching,  but  n( 
impairment  of  the  general  health.  As  the  old  lesions  disap-' 
pear  new  ones  take  their  place. 

Etiology. — These  affections  are  most  frequently  observed 
in  poorly  nourished,  middlc*aged  males. 

Treatment.— The   general    health   must  be  improved  by 
good  food  and  such  tonics  as  iron,  strychnin,  and  cod-liver« 
oil.     Arsenic  is  of  considerable  value.     Locally,  ointments^ 
of  tar  or  merciir}'  are  useful, 

Wchen  Scrofulasis* — This  is  a  chronic  afifcction  occur 
ring  chiefly  in  children  of  a  strumous  diathesis,  and  charac 
tcrizcd  by  small  pale-red  or  salmon-colored  scaly  papul 
They  tend  to  form  in  groups,  and  are  most  frequently  *>I 
served  on  the  trunk.     Itching  is  absent.     The  disease  runs 
a  chronic  course. 

Treatment.^ — Remedies  like  iron,  quinin,  and  cod-liver  « 
arc  indicated.  Hebra  recommends  the  last  remedy  as 
local  application. 

PRURIGO* 

Definition.— A  chronic  inflammatory  disease,  character- 
ized by  a  general  eruption  of  minute,  discrete  papules 
companicd  by  marked  itching. 

Etiology. — It  is  most  commonly  observed  in  the 
and  ill-fed  kA  Europe.     It  develops  in  early  childhood  and 
persists  through  life. 
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Symptoms.— An  eruption  of  small,  discrete,  deeply  sit- 
uated, pale- red  papules  appears  on  the  body,  especial !>'  on 
the  back  and  extensor  surfaces  of  the  extremities.  The  skin 
is  harsh,  dry,  and  thickened,  and  covered  with  numerous 
scratch-marks  induced  by  the  intense  itching. 

Prognosis.— Unfavorable ;  it  usually  persists  through 
life. 

Treatment,— The  general  health  must  be  improved  by 
good  food  and  the  use  of  nutrient  tonics  tike  iron  and  cod- 
liver  oil  Frequent  bathing,  followed  by  ointments  of  tar, 
sulphur,  or  naphthol,  gives  relief. 


DERMATITIS  HERPETIFORMIS. 

(Herpes  Oestationis  x  Bukrmg's  Disease.) 

Definition.^A  chronic  inflammatory  disease,  character- 
ized by  multiform  lesions  that  form  in  groups  and  are  as- 
sociated with  intense  itching. 

Etiology, — Women  are  more  commonly  aflected  tlian 
men.  Pregnancy,  lactation,  and  menstrual  disorders  seem 
to  exert  a  predisposing  influence. 

Symptoms. — Erythematous  /yv7//.— *This  is  characterized 
by  the  appearance,  in  crops,  of  erv'thematous  patches  that 
are  associated  with  considerable  itching. 

Papular  Form. — Groups  of  papuk-s  appear  in  crops  and 
arc  fret|uently  associated  with  er>'thema,  vesicles,  and  scratch- 
marks. 

Vi'Ut'tilar  Form. — Groups  of  irregularly  shaped  vesicles 
resembling  herpes  appear  in  crops  and  are  often  associated 
w-ith  erythema,  pustules,  and  scratch-marks. 

Pustular  Form. — ^This  resembles  the  former,  but  the  vesi- 
cles are  replaced  by  pustules. 

Bullous  Form. — Large,  irregularh'  shaped  blebs  appear  in 
crops  and  tend  to  group.  Vesicles  and  patches  of  erjlhema 
are  also  frequently  present 

Mixed  Form. — Vesicles,  erythematous  patches,  pustules, 
papules,  and  blt-bs  appear  in  association,  come  out  in  crops, 
and  are  attended  with  intense  itching. 
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In  the  pustular^  bullous,  and  mixed  forms  there  may  be 
marked  constitutional  disturbances. 

Pfognosis. — rGuardedly  favorable.  The  disease  runs  a 
chronic  course.     Relapses  are  vcr>'  common. 

Treatment.^ — Tonics  are  generally  indicated.  Lotionii 
of  boric  or  carbolic  acid  may  be  employed  to  allay  itching 
and  may  be  followed  by  a  dustint^-powder. 


i 


DEElMATmS. 

DeflnitioB. — IiiOammatifin  of  the  skin   resulting  from  the^J 
action  of  some  irritant.  ^^ 

Dermatitis  Traumatica.— This  term  is  applied  to  in-^ 
flammation  of  the  skin  resLilting  from  traumatism. 

Treatmeiit. — The  removal  of  the  cause  and  the  application 
of  soothing  remedies  will  usually  suffice. 

Dermatitis  Venenata. — This  term  is  applied  to  inflame 
mation  of  the  skin  resulting  from  the  application  of  veg< 
table,  animal,  or  chemical  irritants.     Notable  examples  of^ 
this  form  of  dermatitis  are  observed  in  susceptible  peoph 
after  exposure  to  the  influence  oi  \io\soi\-\\y  {Rhus  toxuro^ 
dcndron),   poison-oak   [Rhi4S  venenata),   or  poison-sumach 
i^Rhus  divcrsUolui), 

Symptoms  of  Ehus-poisoning. — The  aflection  resembles 
acute  eczema,  and  may  appear  in  a  few  hours  or  not  until 
the  lapse  of  several  days  after  exposure  to  the  plant.  It  is 
generally  observed  on  the  face  or  hands.  The  part  becomes 
red  and  swollen,  and  soon  minute  papules  and  \'esiclcs  ap- 
pear It  gives  rise  to  considerable  burning  and  itching.  As 
a  rule,  it  subsides  in  a  feu^  days,  but  in  patients  with  sensitive 
skin  it  may  linger  for  several  wxeks. 

Treatment. — The  part  should  first  be  bathed  with  Castile 
soap  and  tepid  water,  and  then  treated  with  some  sedative 
lotion  or  ointment.     Black  wash  may  be  dabbed  on,  an< 
^inc  ointment  subsequently  applied;  or  a  saturated  solutioi 
of  boric  acid   may  be  followed  by  zinc  ointment.     W\\i 
there  is  marked  itching,  a  weak  solution  of  carbolic  acid  t 
dram  to   i   pint)  is  useful.     The  fluid  extract  of  grindeli 
robusta  has  been  highly  recommended  ;  it  may  be  applied  in 
the  strength  of  an  ounce  to  a  pint  of  water. 
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Bermatitis  Calorica.— This  term  is  applied  to  the  in- 
flammation of  the  skin  resulting  from  extreme  heat  or  cold, 
Pernio^  or  I'hilblain,  is  charactedzed  by  redness,  swelling, 
intense  burning,  and  itching,  and  results  from  a  sudden 
change  from  a  low  temperature  to  a  high  temperature, 
Frost'hite  is  characterized  by  congelation  ;  the  part  is  of  a 
dull-white  color  and  is  anesthetic ;  subsequently  inflamma- 
tion or  gangrene  develops. 

Burns  and  stalds  result  from  the  application  of  heat,  and 
are  divided  into  degrees  according  to  the  depth  to  which  the 
destructive  process  extends. 

Treatment,— In  pcrmo^  or  chilblain^  the  part  should  first 
be  rubbed  with  snow  or  bathed  in  ice-water  until  the  circula- 
tion is  reestablished  ;  and  then  an  application  made  of  nitrate 
of  silver  (5  grains  to  the  ounce  of  distilled  water)  or  of 
tincture  of  iodin. 

In  superficial  bunts  or  sailds  one  of  the  following  remedies 
may  be  appHed :  Phenol  sodique,  Carron  oil  (equal  parts  of 
hnseed  oil  and  lime-water),  powdered  bicarbonate  of  sodium, 
or: 

B.    Acidi  carbolid  .        .        cr,  xx 

Pctrolati 5»j.— M. 

Sic— ^Spread  on  lint  ami  apply  lo  llic  wuund. 

Dermatitis  Medicamentosa. — This  term  is  applied  to 
the  various  cutaneous  eruptions  that  follow  the  internal  use 
of  certain  drugs. 

Biliatfouna  or  Atro/*ifL—Thcs€  drugs  produce  a  diffuse 
erjr-thcmatous  rash  resembhng  that  of  scarlet  fever,  but  it 
lacks  the  punctiform  character  of  the  latter.  It  usually  ap- 
pears on  the  face,  neck,  and  chesty  and  is  associated  with 
dr>'ncss  of  the  throat,  rapid  pulse,  and,  if  the  dose  has  been 
large,  dilated  pupils. 

C/fbibs.— This  drug  sometimes  produces  an  erythema  asso^ 
ciated  with  minute  papules. 

Copaiba. — The  rash  may  be  macular,  papular,  or  hke  that 
of  urticaria. 

Poiassium  Bromid. — ^The  eruption  resembles  acne  and 
consists  of  papules  and  pustules. 

Potassium  lodid, — The   eruption    may  be  er)'thematous. 
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papular,  pustular,  urticarial,  or  purpuric.  The  most  commoit' 
eruption  resembles  acne,  but  the  lesions  arc  bright- red  iit^ 
color  and  widely  distributed  over  the  surface  of  the  body, 

Arsenic. — The  eruption    may  be  erythematous,  papular^ 
vesicular,  or  pustular. 

AtttipyruL — This  drug  not  infrequently  produces  a  lAidc- 
spread  papular  eruption. 

Quinin. — The  rash  is   usually  er>lhcmatous.  though  an 
urticarial  eruption  has  been  observed. 

Salicyl  Compounds, — The  eruption  is  usually  er>^thcmatous 
or  urticarial. 

Borax, — This  drug  occasionally  produces  an  eruption  re- 
sembling psoriasis. 

ChloraL — The  eruption  is  usually  erythematous  or  urti-      1 
carial.  ^1 

Dennatitis  Exfoliativa. — This  is  a  rare  aflection,  char-" 
acterizcd  by  diffuse  redness  of  the  skin,  high  fever  and  its 
associated  phenomena,  and  desquamation.  It  is  interesting 
from  its  close  resemblance  to  scarUt  fciir^  from  which  it 
may  be  distinguished  by  the  histor>'  and  the  absence  of  sore 
throat,  and  a  "  strawberry  "  tongue. 

ECTHYMA- 

Definition. — An  inflamniator>'  afifection,  characterized 
the  appeanince  of  discrete,  flat  pustules,  which  var>'  in  s 
from  a  pea  to  a  five-tent  piece^  and  which  are  surrounded  b>' 
a  distinct  red  areola. 

Etiology. — Male  sex,  middle  life,  bad  hygiene,  and  de- 
bility arc  predisposing  factors. 

Symptoms. — ^Flat,  yellow  pustules  appear  in  crops.   The>' 
arc  surrounded  by  a  distinct  red  areola  and  soon  dr^^  up, 
forming  reddish-brown  crusts.     Slight  excoriation  and  pig 
mentation    sometimes    remain   after   the    separation    of  tliel 
crusts.     Subjective  phenomena  arc  usually  absent 

Diagnosis. — The  acute  course,  the  absence  of  ulcera 
tion,  and  the  absence  of  histor>^  and  of  associated  sympto; 
of  syphilis  will  separate  it  from  the  pustular  sypMid. 

Impetigo. — In  this  affection  tlie  lesions  arc  not  flat ;  th 
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are  not  distinctly  inflamniatory ;  and  the  crusts  are  light 
yellow,  not  reddish-brown.  Ini[x?tigo  occurs  most  frequently 
in  children,  who  may  be  quite  robust. 

Progfnosis. — Favorable. 

Treatment.^ — Constitutional  treatment  is  generally  re- 
quired. Such  tonics  as  iron,  quimn,  strychnin, and  cod-liver 
oil  are  often  indicated. 

Local  Treatment, — The  crusts  should  be  removed  and 
some  stimulating  ointment  applied,  as  the  following : 

Jjt.     Hydrargj'ri  aiumoniati  ........  gr.  x 

Ungucnti  »inci  oxidi ^. — M. 


PEMPHIGUS. 

Definition. — A  non-contagious  inflammatory  disease, 
characterized  by  tlie  eruption  of  successive  crops  of  bullBc 
or  blebs. 

Etiolog"y. — Female  sex,  nervous  pro.stration,  heredity, 
and  injur)'  to  the  i>eripheral  nerves  are  predi.sposing  factors. 

Varieties. — Pemphigus  vulgaris  and  pemphigus  foliaceus. 

Pemphigus  Yulgaris.^ — This  form  usually  runs  a  chronic 
course,  and  is  characterised  by  successive  crops  of  blebs, 
varying  in  size  from  a  small  pea  to  a  large  walnut.  They 
are  thoroughly  distended  with  fluid,  which  is  at  first  clear^ 
but  subsequently  turbid.  As  a  rule,  they  do  not  rupture, 
but  disappear  in  the  course  of  five  or  six  days,  their  contents 
being  gradually  absorbed.  After  absoqition  a  thin  peHicle 
remains,  which  dries  and  is  subsequently  detached,  leaving 
behind  a  slightly  pigmented  spot.  No  part  of  the  body  is 
exempt;  and  as  one  set  of  blebs  disappears,  new  ones  rapidly 
develop,  and  so  the  disease  continues  for  many  years. 

In  severe  cases  there  may  be  considerable  itching  and 
burning  attending  the  eruption. 

Pamphi^s  Foliaceus. — This  rare  and  grave  form  of  pem- 
phigus is  characterized  by  crops  of  blebs,  which  are  flaccid | 
and  filled  with  a  turbid  fluid  almost  from  the  beginnings j 
They  soon  rupture  and  form  thick  crusts,  which,  separating, 
leave  behind  red  weeping  surfaces.  The  crops  follow  each 
other  in  rapid  succession,  and  at  times  the  whole  body  may 
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be  covered  with  blebs  and  scabs.     The  disease  may  last 
several  years,  death  ultimately  resulting  from  exhaustion. 

Diagnosis,— Bmllous  Syphiloderm.— The  history,  the  asso- 
ciated symptoms  of  syphilis,  the  thick,  yellow,  stratified 
crusts,  and  the  underlying  ulceration  will  ser\T  to  separate 
this  affection  from  pemphigus. 

Impetigo  Contagiosa. — The  acute  course,  the  contagious 
and  auto-inoculable  character  of  the  affection^  and  the  uni- 
bilication  of  the  blebs  will  separate  impetigo  contagiosa  from 
pemphigus. 

Prognosis. — ^The  prognosis  should  be  guarded.  Pem- 
phigus vulgaris  runs  a  long  course  and  is  often  intractable. 
Pemphigus  foliaccus  often  proves  fatal  through  exhaustion- 
Treatment. — The  diet  should  be  nutritious,  but  care- 
fully adapted  to  the  stomach.  The  patient  should  be  placed 
under  the  best  hygienic  conditions.  Tonics,  like  iron,  quinin, 
phosphorus,  cod-liver  oil,  and  strjxhnin,  are  usually  indi- 
cated.    In  many  cases  arsenic  is  a  valuable  remedy. 

Local  Treatment, — The  blebs  may  be  punctured  and  sub- 
sequently dressed  with  zinc  ointment. 
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IMPETIGO  CONTAGIOSA- 


Definition. — An  acute,  contagious,  in  flam  mat  or>^  disease, 
characterized  by  flat,  yellowish  blebs  that  dry  up  and  form 
thin,  yellow,  lamellated  crusts. 

Btiology.^ — Its  exciting  cause  is  unknown.  It  is  most 
frequentl)^  obser\'ed  in  debilitated  children. 

Symptoms.— The  eruption  is  most  frequently  observed 
on  the  face  and  extremities ;  it  generally  appears  in  crops, 
and  is  at  6rst  vesicular.  The  vesicles  grow,  and  are  soon 
converted  into  flat,  umbilicated  pustules  which  vary  in  size 
from  a  pea  to  a  large  walnut.  They  have  a  slight  red 
areola.  Itching  is  slight  or  entirely  absent.  In  some  cases 
there  is  moderate  fever  with  its  associated  phenomena.  In  a 
few  days  the  blebs  dry  up  and  form  thin,  yellow,  lamellated 
crusts  that,  separating,  leave  a  slightly  excoriated  surface. 
The  disease  is  contagious,  and  the  lesions  are  auto-inoculable. 

Diagnosis.— Bczema, — In  this  disease  the  pustules  are 
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deeper,  more  confluent,  excite  intense  itching,  and  are  asso- 
ciated with  inflammation  and  infiltration  of  the  surrounding 
skin. 

Prognosis,— Favorable.  It  terminates  spontaneously  in 
a  few  day.s  or  weeks. 

Treatment* — A  slight  stimulating  ointment  like  the  fol- 
lowing is  sometimes  useful : 

U:,    i^lydrax]^yri  ammoniaii      .,,....  gr.  x-xz 

Adipis     ............    .    .  ^. — M. 

SiG. — Apply  to  the  surJace  after  removal  of  the  cmsts. 


MILIARIA. 
(Prickly  Heat.) 

Definition.— A  mild  inflammator}'  disease  of  the  sweat- 
glands,  characterized  by  the  occurrence  of  minute  papules 
and  vesicles. 

Stiolog^. — Extreme  heat  is  the  principal  predisposing 
cause. 

Symptoms.^ — The  eruption  generally  appears  on  the 
trunk,  and  consists  of  minute,  closely  aggregated  red  papules 
or  clear  vesicles.  The  lesions  are  discrete,  and  excite  some 
burning  and  itching.  It  is  generally  associated  with  free 
perspiration, 

Diag:n08is« — Eczema,  papulosum  differs  from  miliaria  in 
that  the  papules  are  larger,  appear  more  gradually,  disappear 
more  slowly,  and  excite  intense  itching. 

Eczema  vesiculoatmi  diflers  from  miliaria  in  that  the  vesicles 
are  large,  disappear  more  slowly,  show  a  tendency  to  break, 
and  are  associated  with  marked  itching. 

Sndamen  differs  from  miliaria  in  that  it  lacks  all  inflamma- 
tory^ characteristics. 

Prognosis.— Favorable.  Obstinate  cases  may  persist  for 
several  weeks. 

Treatment. — The  general  health  may  require  attention. 
The  diet  should  be  light  and  easily  assimilable.  Constipa- 
tion should  be  relieved  by  saline  laxatives.  Locally;  a  lotion 
of  boric  acid,  followed  by  a  simple  dusting-powder,  is  gen- 
erally all  that  is  required. 
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B-  Fulvcris  amyti  .  , 
Zjnci  oxidi  .  .  , 
Pulvcrii  camphontr 

SiG, — Duhliiig-powdcr, 


5^^ 
3JSS 

(Hahdawav.) 


ALBINISM, 

Defitiition. — A  con|;eniial  duhciency  of  pigment 
Etiologfy. — Bcyoiul  heredity,  no  cause  is  known.    Partial 

albinisni  is  nuire  common  in  the  ncj^ro, 

Symptoms.^ — In  complete  aJbinism  the  skin  is  white;  thc^ 

hair  is  thin,  soft,  and  very  li<jht  in  color;  the  pupils  appear S 

red,  the  eyes  are  very  sensitive  to  light,  and  ttic  iris  and" 

choroid  are  deficient  in  pigment. 


VITILIGO. 

(Leukoderma.) 

Definition,— An  acquiret!  cutaneous  afifection.  character* 
ized  by  milk-white  patches  that  are  surrounded  by  areas  of 
increased  pigmentation. 

Ktiology. — The  disease  seems  to  be  more  common  in 
the  tropics  and  in  the  colored  race.  The  condition  probably 
results  from  disturbed  innervation. 

Sytnptotns. — Milk-white  spots  appear  on  the  body  and 
grow  ver>'  slowly;  their  borders  usually  reveal  an  increase 
of  the  normal  pigment.  Apart  from  the  absence  of  pig^ment 
the  skin  is  normal. 

Diag^nosis. — ^Morphea. — The  initial  hvTJcremLi  and  the 
subsequent  atrophy  of  the  skin  wUI  serve  to  distinguish 
morphea  from  vitiligo. 

Anesthetic  Leprosy. — The  subjective  symptoms,  the  atrophy 
of  the  tissues,  and  the  anesthesia  will  separate  leprosy  from 
vitiligo. 

Prognosis. — Unfavorable;  the  disease  usually  persists 
through  life. 

Treatment. ^ — Tonics  and  local  stimulants  may  be  tried. 
Among  the  latter,  electricity,  blisters,  and  irritating  otnt> 
ments  have  been  recommended. 


I 


CANITIES— ATROPHY  OF  THE  HAIR. 
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CANITIES. 

Definition.^^ — Grayness  of  the  hair. 

Etiology. — ^Local  grayness  may  be  congenital  or  result 
from  some  disturbance  of  innervation,  as  in  neuralgia  of  the 
supra-orbital  nerve.  As  a  general  condition  it  is  usually  an 
expression  of  senility,  although  it  occasionally  develops  very 
early  in  life.  Profound  emotional  disturbances  sometimes 
induce  an  abrupt  development  of  canities. 

Prognosis* — ^The  condition  is  permanent,  and  treatment 
is  of  no  avail. 


ATROPHY  OF  THE  SKIN. 

Etiology, ^Atrophy  of  the  skin  occurs  under  several 
contiitirins.  A  local  atrophy  may  result  from  inllammation 
or  injury  of  a  nerve-trunk  ;  in  these  cases  the  wrinkles  are 
absent,  the  skin  is  thin,  smooth,  and  shiny,  and  there  is  often 
intense  burning  in  the  part  {'* g/ossy  skin  *').  Atrophy  I'S,  also 
observed  in  leprt)sy,  nioqihea,  and  scleroderma. 

Universal  atrophy  of  the  skin  results  from  senility^  and 
ver\'  rarely  as  an  idiopathic  condition.  Sometimes  the 
atrophy  occurs  in  lines  or  spirts  {sfntr  tl  mnatiie  atrophiae) 
as  an  iiiinpalhic  erudition,  or  as  the  result  of  stretching  the 
skin,  as  in  the  lini\e  alhkantes  following  pregnancy. 


ATROPHY  OF  THE  HAIR. 

Etiology* — Atrophy  of  the  hair  maj'  result  from  local 
diseases  that  interfere  with  the  nutrition  of  tlie  scalp,  such 
as  seborrhea,  eczema,  ringworm,  etc. ;  or  it  ver>'  rarely  arises 
as  an  idiripathic  condition  without  obvious  cause. 

Prognosis, — When  the  cause  can  be  ascertained  and  re- 
moved, the  prognosis  is  favorable. 

Treatment. — Local  diseases  will  require  appropriate 
treatment.  The  general  health  should  be  improved.  Stimu- 
lating  applications  of  mercury,  sulphur,  or  carbolic  add  arc 
sometimes  useful. 
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ATROPHY  OF  THE  NAILS. 

Etiology. — Occasionally  the  condition  is  congenital,  but 
more  frequently  it  is  acquired,  and  results  from  injur>^  or 
disease  of  the  nerve-trunk ;  from  some  general  disease,  like 
one  of  the  fevers,  syphilis,  or  cancer;  or  from  some  disease 
of  the  skin,  as  psoriasis  or  ringworm. 

Sjrmptoms. —  The  nails  lose  their  luster,  cease  to  grow 
and  become  r»paquc  and  brittle. 

Pro^osis  and  Treatment.— Both  will  depend  on 
exciting  cause. 

ALOPECIA- 

(Baldness,) 

Etiology, — (i)  Baldness  may  be  congenital;  in  these 
cases  it  is  usually  partial.  (2)  It  may  be  an  expression  of 
senilit>',  in  which  case  it  generally  begins  on  the  crown  or 
brow,  and  is  associated  with  more  or  less  atrophy  of  the 
scalp.  (3)  It  may  occur  early  in  Hfe,  as  an  idiopathic  affec- 
tion arising  without  obvious  cause.  (4)  It  may  result  from 
general  diseases,  like  syphilis  and  the  fevers,  (5)  In  early 
life  it  is  often  due  to  some  local  disease,  especially 
seborrhea. 

Prognosis.— In  congenital,  senile,  and  idiopathic  alopecia 
the  prognosis  is  unfa\*orabIc.  In  the  alopecia  of  general 
diseases  the  prognosis  is  usually  favorable.  In  alopecia 
resulting  from  selx»rrhca  much  can  be  accomplished  by  per-; 
sistent  and  judicious  treatment 

Treatment. — The  general  health  should  be  improved 
Frequently  washing  the  head  with  warm  water  and  Casdlc 
soap  is  to  be  recommended.  One  of  the  following  local 
stimulants  may  be  prescribed :  Cantharides,  quinin.  alcohol, 
capsicum,  sulphur,  or  carbolic  acid. 


I 


B.    TinclUTX  cantbariflis 

^j 

Acirii  carlwlld 

3i 

OIci  ricini     .    .    . 

3iss 

Spirit  us  myrciae 

Spiritu£  lavandulsc      .   .    . 

.    .    .      4«5ij,- 

ALOPECIA   AREATA.  S'* 

Or: 

B;.    Tinctimc  cantbaridis ♦    ,  i%\y 

Quinmze  siiipbalis    ,,..♦-...    gr.  x 

UJj'Cerim  .    .    .    .    » T^tj 

Oiei  rfismariKi  gtu  v 

Spiritus  myrcia*    .        ,        .    .     q.  s.  ad  15 v. — M. 

When  there  is  much  dandruff,  the  following  lotion  will  be 
found  useful : 

IJ.     Kesorcinolis ^tj 

Acidi  salicylki     ..,......-    gr,  xxx-^j 

Olei  ricitii C^**-J 

Olei;  bci^mnoiue  .    .        ^^J . 

Alcoholis q.  s.  ad  f^vj. — M. 

(SCHAMHERG.) 

ALOPEOA  AREATA. 
(Alopecia  Gircuznsciipta.) 

Definition. — Baldness  appearintr  in  circumscribed  patches 
without  any  obvious  lesion  of  the  skin. 

Etiology. — The  cause  is  unknown.  Some  regard  it  as  of 
parasitic  origin,  while  others  look  upon  it  as  a  neurosis.  It 
is  generally  observed  in  early  adult  life. 

S3^tnptotns^^ — The  disease  is  characterized  by  the  sudden 
or  gradual  appearance  of  circumscribed  round  patches  of 
baldness.  At  first  there  is  no  change  in  the  appearance  of  the 
skin,  but  later  it  may  become  pale  and  atrophied.  Although 
the  scalp  is  the  most  frequent  seat,  it  occasionally  involves 
other  hairy  parts,  as  the  eyebrows,  beard,  etc. 

Diagnosis* — Ringworm, — Ringworm  is  exceedingly  rare 
in  adults,  and  is  characterized  by  elevated  scaly  patches 
through  which  project  drj',  brittle,  broken  hairs.  If  there 
should  be  any  doubt  in  the  diagnosis,  the  microscope  may 
be  employed  to  detect  the  trichopliyton. 

Progtiosis* — In  the  majority  of  cases  the  hair  returns 
under  prolonged  and  persistent  treatment  The  older  the 
patient,  the  less  favorable  the  prognosis. 

Treatment, — General  tonics,  like  iron,  arsenic,  qiiinin, 
and  str}xhnin,  are  usually  indicated.  The  local  treatment 
should  be  stimulating  and  consist  in  the  application  of 
blisters,  electricity,  friction,  rubefacient  liniments,  or  oint- 
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ments  containing  chrysarobin,  tar,  sulphur,  or  ammoniated 

rcury, 

ii.    Tinclurce  cantharidjs 

1  inctunc  cat»»ici aa  f^&< 

<  Uci  ricini I^s* 

Spiritu^  rosmarini    , f^ij 

Akoholis      ,    .    .  f^j. — M. 

Or: 

R.    Hetanaphlhotis gi.  nl-^jj 

PcUolali 3J.— ML 

SYCOSIS 

(Simple  Sycosis;  Folliculitis  Barbs.) 

Definition* — A  non-contagious  inflammatory  disease' 
the  hair 'follicles. 

Etiolog'y.^ — The  affection  results  from  local  irritation  and] 
the  entrance  of  pyogenic  cocci. 

Symptoms. — The  disease  usually  manifests  itself  on  th< 
bearded  region  of  the  face,  and  is  characterized  by  an  aggrc-1 
gation  of  papules  and  pustules,  each  of  which  is  pierced  by 
a  hair.  When  the  lesions  are  discrete,  the  intervening  skiri' 
is  often  quite  healthy;  but  when  the)' are  close  together,  it  is 
often,  infiltrated  and  hy^pcrcmic.  During  the  papular  stagcj 
the  hairs  are  not  loose,  but  firmly  attached ;  during  the  pus- 
tular stage,  however,  they  can  be  readily  extracted.  Thci 
pustules  show  no  tendency  to  rupture,  but  dr>*  to  yellowish- 
brown  crusts.  Acute  cases  are  associated  with  more  or  less 
burning  and  itching.  If  the  disease  persists,  it  may  lead  tO| 
extreme  destruction  of  the  hair-follicles,  and,  as  a  conse- 
quence, to  permanent  alopecia. 

Dia^osiS. — Eczema. — The  lesions  in  eczema  excite  se-1 
verc  itching,  are  not  perforated  by  hairs,  and  are  not  confinedj 
to  the  hair}'  parts. 

Tinea  Sycosis,  or  Barber's  Itcb. — The  affection  begins  as  a; 
red,  scaly  patch,  and  is  followed  by  the  development  of  large, 
deeply  seated  tubercles.  The  hairs  soon  become  dry,  brittle, 
and  broken  off,  and  can  easily  be  extracted.  In  doubtful 
cases  the  microscope  may  be  employed  for  the  detection  of 
the  trichophyton. 


POMPHOL  }X 


l^l 


Prognosis. — The  disease  is  curable  under  prolonged 
and  judicious  treatment.  Relapses  are  very  prone  to 
occur. 

Treatment. — \n  acute  cases  sootliinj^  applications  are 
indicated ;  thus  tlie  parts  may  be  dabbed  witli  black  wash  or 
a  saturated  solution  of  boric  acid,  and  subsequently  spread 
with  oxid  of  7J)ic  ointment.  In  chronic  cases  the  crusts 
should  be  removed^  and  the  hairs  cut  close  or,  preferably, 
shaved.  It  is  advisable  to  puncture  the  pustules  and  to  ex- 
tract the  hairs,  so  as  to  preserve  the  follicles.  When  the  jjarts 
are  nut  irritable,  stimulating  applications  are  useful^  and  one 
of  the  following  may  be  selected: 


Or: 


B'    Sulphiiris  jTdTedfiitatis 

Ungncnli  a<|ua'  rasa? 
Sic.^ — Apply  twice  daily. 


R.    Ichthyol     .... 
Petrol  ati     .... 
SiG. — Apply  twice  tklly. 


gr.  xxx-3iBS 

3— M. 


POMPHOLYX. 

(Dysidrosis.) 

Pompholyx  is  a  verj^  rare  disease,  usually  obser\'ed  in 
those  who  perspire  freely,  and  characterized  by  an  eruption 
of  deeply  seated  vesicles  that  resemble  sago-grains  imbedded 
in  the  skin.  The  vesicles  most  commonly  ap|x-ar  on  the 
hands,  especially  between  the  fingers,  and  gradually  increase 
in  size  until  they  reach  the  dimensions  of  blebs.  They  show 
no  tendency  to  rupture,  but  dry  up,  antl  are  followed  by 
extensive  desquamation  of  the  cuticle.  The  eruption  often 
excites  considerable  pain  and  tenderness.  The  disease 
usually  disappears  in  the  course  of  a  {q.v>i  weeks,  but  is 
prone  to  recun 

Treatment. — General  tonics,  like  iron,  strychnin,  and 
arsenic,  arc  often  indicated.  Locally,  sedative  lotions  or 
ointments  should  be  employed. 
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LENTIGO. 
(Preckie.) 

Befinition. — A  deposition  of  pigment  in  the  form  of 
small,  irregularly  shaped  brownish  spots. 

Etiology. — Blondes  are  more  subject  to  the  affection  than 
brunettes.     Exposure  to  the  sun's  rays  often  serves  as  a^H 
exciting  cause.  ^^ 

Symptoms.— Exposed  part.s— the  face,  shoulders,  arms, 
and  hands— are  mostly  aliected.  The  patches  vary  in  color 
from  yellow  to  dark  brown,  and  range  in  size  from  a  pin- 
head  to  a  pea. 

Prognosis. — Freckles  can  be  removed,  but  tliey  always 
return. 

Treatment,— One  of  the  best  remedies  is  the  bichloi 
of  mercury  in  solution  or  ointment. 

R.    Hydrarg.  chlw.  oorrois ct,  iv-viij 

Alcohol b  el  iqua   .    .    .    .   *4  q.  s.  ad  fjjv.— M. 
Sio. — Apply  twice  daily, 

CHLOASMA. 

Definition.— =An  abnormal  deposition  of  pigment  in  t 
form  of  large  brown  or  liver-colored  patches. 

Etiology. — It  may  result  from  the  application  of  extern 
irritants  ;  from  general  diseases  like  malaria  and  Addison 
disease;    or  from   affections   of  the   uterus,  as  pregnan 
tumors,  etc. 

Symptoms.— The  aftcction  consists  in  the  appearance — 
especially  on  the  face — of  large,  round,  or  irregularly  shaped 
brownish  or  blackish  patches.  Apart  from  the  discoloration 
the  skin  is  normal. 

Diagnosis. — In  leukoderma  the  periphery  of  the  patches 
is  pigmented,  but  the  central  milk-white  appearance  is 
seen  in  chloasma, 

Ptognosis. — When  the  cause  can  be  removed,  the  pi 
nosis  is  fav*  Table, 

Treatment.  ^ — W'hen  possible*  the  cause  should  be  re- 
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KERATOSIS  PILARIS— MOLLUSC UM  EPITNEL/AIE,    $1^ 

moved.     The  best  local  remedies  are  bichlorid  of  mercury 
and  sulphur. 

yi.    Hydfargyri  chloridi  corrosivi     ,   .    .    .  gr.  ii)-xij 

Acidi  acctici  diluti fgij 

Sodij  bonilis W^-^^ 

Aqtwe  tofise q.  s.  ad  fgiv. — M. 

SlO. — Apply  night  and  morning.  (llARPY.) 

KERATOSIS  PEARJS. 
(LicbeE  Pilaris.) 

Definition. — Small,  papular  elevations  resulting  from 
hypertrophy  of  the  epidermis  surrounding  the  outlets  of  the 
hair-ibllicles. 

Etiology*— It  generally  results  from  infrequent  bathing. 

Sjrmptoms.— rhe  skin,  particularly  on  the  extensor  sur* 
faces  of  the  arms  and  legs^is  the  seat  of  numeruus  piii-head 
elevations  which  have  a  dirty-gray  color  and  are  pierced  by 
hairs.  It  may  excite  some  itching.  Generally  there  are  no 
evidences  of  inflammation,  but  sometimes  a  few  red  papules 
or  even  pustules  result  from  irritation. 

Diagnosis,— In  cutis  anseriiia,  or  goose-flesh,  the  lesions 
are  transit^nt  and  have  the  color  of  normal  skin. 

Prognosis.  —Favorable. 

Treatment. — In  most  cases  nothing  will  be  required  be- 
yond frequent  bathing  with  soap,  followed  by  friction  of  the 
skin.  In  obstinate  cases  some  simple  ointment  may  be  ap- 
plied after  bathing. 


MOLLUSCUM  EPITHELIALE 

(MoUuscum  Contagiosum ;  MoUusciim  Sebaceum.) 

Definition.^ A  cutaneous  affection,  characterized  by  the 
appearance  of  discrete,  wax-like  elevations  ranging  in  size 
from  a  pin-head  to  a  pea,  and  varj^ing  in  color  from  white  to 
rose-pink. 

Etiology*^ — The  disease  is  generally  observed  in  children, 
and  frequently  affects  several  members  of  the  same  house* 
hold,  school,  or  asylum.     It  is  probably  contagious. 
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Symptoms. — Small  white  or  pale-pink,  wax-like  eleva- 
tions appear,  especially  on  the  face.  They  are  always  dis- 
crete and  rarely  abundant.  The  center  of  the  elevation  is 
depressed  and  reveals  a  dark  spot  that  corresponds  to  the 
aperture  o^  the  follicle.  At  first  the  lesions  are  quite  firm, 
but  as  they  grow  old  they  become  soft.  When  firmly 
squeezed,  they  exude  a  soft,  cheesy  material.  After  remain- 
ing for  several  weeks  they  break  down  or  undergo  slow 
absorption. 

Diagnosis. — The  color,  the  wax-like  appearance,  the 
umbilication,  and  the  central  aperture  are  tlie  diagnostic 
features. 

Prognosis,^Favorable,  although  the  disease  may  run  a 
protracted  course  of  months  or  years. 

Treatment.— General  tonics,  like  iron,  strj^chnin.  and 
arsenic,  arc  often  indicated.  The  lesions  should  be  incised. 
the  contents  expressed,  and  their  bases  touched  with  nitrate 
of  silver;  ointments  of  mcrcur)^and  sulphur  have  also  been 
recommended. 

CALLOSITAS, 
(Callus;  Keratoma;  Tylosis.) 


I 


—A  thickened,  homy  condition  of  the  skin 
hypertrophy  of  the  corneous  layer  of  tlic 


Definition, 

resulting  (Vom 
epidermis. 

Etiology. — Constant  irritation  from  friction  or  pressure 
is  the  chief  cause;  hence  it  is  frequently  seen  on  the  feet 
from  the  rubbing  of  shoes,  and  on  the  hands  from  the  fric- 
tion of  tools. 

Symptoms.  ^The  condition  is  characterized  by  the  ap- 
pearance of  hard,  thickened,  grayish  masses,  which  gradually 
merge  into  healthy  skin.  The  soles  and  palms  arc  the  parts 
most  frequently  affected.  When  slight,  it  causes  little  incon- 
venience,  but  occasionally  it  becomes  fissured  and  painful. 

Prognosis. — It  \nclds  rapidly  to  treatment  when  the  cause 
is  removed. 

Treatment, — When  excessive,  the  parts  should  be  soaked 
and  the  thickened  epidemiis  pared  off  One  i»f  the  best 
remedies  for  softening   the  horny  overgrowth  is  satic>*lic 
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CLAVUS—CORNU  CUTANEUM. 
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acid ;  it  may  bo  applied  in  the  form  of  a  plaster  or  in  col- 
lodion. 

B.    Acidi  salicylici %\ 

Olei  ricini 1T[x 

Collodii     . ,    ,  f3J. — M, 

Sic.^— Apply  night  and  morning. 

CLAVUS. 

(Com.) 

Definition, — Clavus  is  a  circumscribed  thickening  of  the 
epidermis  usually  appearing  on  the  feet. 

Etiology. — Corns  generally  result  from  the  friction  of 
ill-fitting  shoes. 

Symptoms.^ — Small,  circumscribed,  horny  elevations  ap- 
pear upon  the  feet  and  often  excite  severe  patn.  When 
bathed  in  perspiration,  they  become  more  or  less  macerated^ 
and  in  this  condition  constitute  the  so-called  soft  corn. 

Treatment, — A  radical  cure  requires  the  use  of  well- 
fitting  shoes.  The  corns  may  be  removed  by  soaking, 
parings  and  the  application  of  some  miUl  caustic  like  salicylic 
acid. 

it.    Acidi  salicylici gr.  XXx 

Tinclune  iodi t|T[5C 


Exiiacli  cannabis  indica* 
CoUittlii 


JiT.    X 


M. 


Sl«;. — Ap[)ly  night  anil   morning  for  seversil  tlay^,  and  llien  soak 
in  hot  waler. 


CORNU  CUTANEUM. 

(Cutaneous  Horn,) 

Definition.^ — A  circumscribed,  projecting  outgrowth  re- 
sulting from  hyjiertrophy  of  the  epitfcrmis. 

Symptoms. — Horns  generally  ap[x;ar  on  the  face,  scalp, 
or  penis,  and  are  usually  obser\'ed  in  the  old.  They  consist 
of  thy,  rough,  horny,  more  or  less  conic  i>rojections,  which 
var>'  in  length  from  a  ^itw  lines  to  several  inches. 

PrOgHOSiS.^Favorable. 

Treatment. — The  horn  should  be  excised  and  the  base 
subsequently  cauterized. 
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VEBKXJCK. 

(Wart.) 

Definition,— A  wart  is  a  circumscribed  elevation  resul 
ing  from  hypertrophy  of  the  papilla;  and  epidermis. 

Etiology. —  Ihe  cause  is  obscure.  A  bacterial  origin 
has  been  suggested.  They  are  most  frequently  observed  in 
children. 

Symptoms.' — I'ernua  vulgaris^  or  common  wart,  is  gen- 
erally observed  on  the  hands  of  children.  It  consists  of  a 
firm,  circumscribed  elevation,  varying  in  size  from  a  millet- 
seed  to  a  pea. 

ViTrucii  plana,  or  flat  wart,  is  a  circumscribed,  flat,  pig- 
mented  elevation    usually  observed    on    the   backs  of  old^^ 
people.  ^1 

Virruca  FUifarmis. — Tills  is  a  thread-like  overgrowth, and  ^^ 
is  generally  observed  on  the  soft  parts,  like  the  face  and 
neck, 

Vcrnua  Digitata. — This  form  is  made  up  of  numerous 
branches,  and  is  generally  observed  on  the  scalp. 

\  'trruca  Aiumina/a,  or  Venereal  Wart, — This  appears  in 
groups  about  the  genitalia.  It  is  soft,  red  in  color,  and 
highly  vascular.  It  may  be  dry  or  moist,  according  to  its 
location ;  the  latter  condition  often  gives  rise  to  a  peculiarly 
ofifensive  odor, 

Treattnent.^ — Ordinary  warts  may  be  removed  by  ex- 
cision, caustics,  or  electrolysis, 

V^enereal  warts  should  be  bathed  in  some  antiseptic  solu»| 
tion  and  subsequently  dusted  with   calomel,  iodoform, 
boric  add. 

NAEVUS  PIGMEITFOSUS. 

(Mole.) 

Definition. — A  circumscribed  deposit  of  pigment,  usually 
associated  with  hv'pertrophy  of  cutaneous  structures. 

Etiology. — Moles  are  usually  congenital. 

Symptoms. — The  neck,  face,  and  trunk  are  favorite 
localities.  The  nevi  vary  in  number  from  one  to  several 
hundred;  in  size,  from  a  millet-seed  to  a  filbert;  and  in 
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color,  from  yellow  to  black.  When  the  suiface  is  smooth, 
the  growth  is  termed  ficet'Ns  spi/us ;  when  the  surface  is  cov- 
ered with  hair,  it  is  termed  ntrvits  pilosus ;  when  the  surface 
is  warty,  it  is  termed  mei'iis  ^'trntcosus  ;  and  when  there  is 
much  overgrowth  of  connective  tissue,  it  is  termed  luevus 
lipomatodcs. 

Treatment. — ^They  may  be  removed  by  excision,  the 
application  of  caustics,  or  by  electrolysis. 


ICHTHYOSIS, 

(Fisli-skin  Disease.) 

Definitioili^ — A  chronic  affection,  characterized  by  dty* 
ncss,  thickening,  and  scaliness  of  the  epidermis. 

Etiology, — 'The  affection  is  often  hereditar>\  and  is 
usually  detected  in  early  childhood. 

SymptomSi— The  skin  is  dr>'  and  harsh  ;  the  surface  is 
covered  with  adherent  polygonal  scales ;  and  the  papillae  are 
more  or  less  hypertrophied.  The  term  khthyosts  hystrix  is 
applied  to  the  condition  when  there  is  excessive  hypertrophy 
of  the  papilla.*.  The  extensor  surfaces  of  the  extremities 
are  the  parts  most  involved. 

Diag^OSis.^-The  absence  of  all  inflammatorv'  symptoms 
will  separate  ichtliyosis  from  squanunis  eczima  and  psoriasis. 

Prognosis, — The  disease  is  incurable,  but  the  patient 
can  be  rendered  comfortable  by  appropriate  treatment. 

Treatment. — The  scales  may  be  removed  by  alkaline 
baths  or  b\'  applications  of  green  soap.  The  skin  may  be 
rendered  pliable  by  rubbing  in  some  simple  ointment. 


B*    Sulphuris   .    .    . 
Ad  i  pis        .    .    - 
SiG. — Rub  ill  at  night. 


gr.  xxv-l 
3J.-M. 


(UnnaO 


ONYCHAUXIS. 

Onychauxis,  or  hypertrophy  of  the  nail,  may  be  con- 
genital, or  may  result  from  certain  skin  affections,  such  as 
eczema,  ringworm,  or  syphilis ;  from  diseases  of  the  nerves, 
as  neuritis  ;  or  from  traumatism. 
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HYPERTRICHOSIS- 

(Hirsuties.) 

Hypertrichosis,  or  hypertrophy  of  the  hair,  may  be  locaJ 
or  general.  The  term  is  appUed  not  only  to  an  excessive 
overgrowth  of  hair,  but  to  a  growth  of  hair  in  unusual 
locaHtics,  as  on  the  faces  of  young  womcn. 

Treattnent. — The  hair  may  be  removed  temporarily  by 
shaving,  epilation,  or  depilatories.  Permanent  rchcf  can  be 
accomplished  only  by  electrolysis. 

SCLERODERMA- 

(Sclerema;  Scleriasis.) 

Definitioii.— A  pigmented,  rigid,  indurated  condition 
the  skin,  riccurring  in  circumscribed  patches  or  involving  1 
entire  body. 

Etiology. — The  cause  is  unknown. 

Symptoms. — The  afiection  maybe  diflfuse  or  involve  cir- 
cumscribed patches.  It  may  appear  quite  suddenly,  or  de- 
velop ver^'  gradually  in  the  course  of  months  or  years.  The 
skin  assumes  a  yellowish-brown  color,  becomes  rigid,  in- 
durated, and  hide-bound  ;  the  surface  is  unnaturally  dry  and 
smooth.  When  the  condition  is  advanced,  the  joints  become 
more  or  less  immobile.  ^ 

Prognosis. — Guarded,     It  often  recovers  spontaneously  B 
after  having  persisted  for  a  long  time.     In  other  cases  the 
process  may  spread  until  tlie  patient  becomes  almost  helpless,  ^ 

Treatment. — Tonics,  like  iron,  arsenic,  and  cod-liver  oil^B 
arc  often  intlicated.     Locally,  massage,  friction,  electricity^ 
and  inunctions  are  recommended. 
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MORPHEA- 

I  Addison's  Keloid.) 

Definition. — A  cutaneous  affection,  cliaracterized  by  cir- 
cumscribed, rounded,  ivory-like  patches,  which  have  hyper- 
emic  or  pigmented  borders. 

Etiology. — The  cause  is  unknown.  By  many  it  is  re- 
garded as  a  circumscribed  form  of  scleroderma. 


ELEPHANTIASIS, 


S2I 


Symptoms.— The  lesions  usually  appear  upon  the  trunk, 
and  consist  of  sharply  circumscribed  patches,  which  are  at 
first  slightly  hyix;rcmic.  The  surface  is  smooth  and  resistant 
to  the  touch.  As  the  patch  grows  old  its  center  becomes 
pale  and  ivory-like,  while  the  periphery  remains  liypereniic 
or  becomes  pi^menletl, 

Prognosis.— G  uarded. 

TreatmeEt. — The  same  as  scleroderma. 


EXEPHANTIASIS. 

(Elephantiasis  Arabtmi;  Elephantiasis  Fachydennia ;  Barbadoes 

Leg.) 

Definition, — Hypertrophy  of  the  skin  and  subcutaneous 
tissues,  usually  associated  with  lymphangitis,  edema,  and 
pi  Lamentation. 

Etiology, — While  elephantiasis  may  occur  in  any  part 
of  the  world,  it  is  far  more  common  in  the  tropics.  It  is 
most  frequently  observed  in  the  male  sex,  and  rarely  de- 
velops before  adult  life.  It  results  from  obstruction  of  the 
lymphatics,  and  the  most  common  cause  of  such  obstruction 
is  the  presence  of  a  parasite^ — Filaiia  sanguinis  hominis. 

Pathology. ^ — Examination  of  the  affected  tissues  reveals 
hyijcrtrophy  of  the  connective  tissue,  edema,  and  inBamnia- 
tion  and  dilatation  of  the  lymphatic  vessels. 

Symptoms. — It  usually  bep^ins  with  recurring  attacks  of 
erysipelatoid  inflammation.  The  part  is  red,  swollen,  and 
j>ainful;  the  lymphatics  may  be  traced  as  branching  red  lines 
beneath  the  skin  ;  and  with  these  local  phenomena  there  is 
more  or  less  fever.  After  each  attack  the  part  is  left  a  little 
enlarged,  until  finally  it  presents  the  following  characteristic 
appearance:  it  is  enormously  swollen ;  the  skin  is  thickened, 
roughened,  and  pigmented  ;  and  the  papilla:  arc  unusually 
prominent.  The  regions  generally  alTected  are  the  legs  and 
genitals.  In  elephantiasis  of  the  scrotum  (lymph-scrotiifn) 
the  hypertropliied  mass  may  weigh  as  much  as  50  or  even 
100  pounds. 

Prognosis.— In  the  early  stage  the  disease  may  be  ar- 
rested, but  when  fully  established,  it  is  incurable. 
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Treatment. ^ — The  acute  inflammatory  attacks  should  be 
treated  by  rest  and  the  apphcation  of  sedative  lotions,  like 
lead-water  and  laudanum.  Subsequently  mercurial  inunc- 
tions may  be  employed,  and  the  part  firmly  bandaged  with 
the  view  of  promoting  absorption.  Amputation  may  be 
successfully  employed  in  lymph-scrotum.  In  elephantiasis 
of  the  limbs  ligation  of  the  main  artery  has  given  somewhat 
enco u  ragi  ng  s  u  ccess» 

DERMATOLYSB. 

(Pachydermatocele;  Cutis  Pendula.) 

Definitioti. — A  circumscribed  h>'pertrophy  of  the  skin 
and  subcutaneous  tissues  resulting  in  a  softened  and  p>endu- 
lous  condition  of  the  integument. 

Symptoms,— The  part  aflected  is  thickened  and  pig- 
mented ;  it  is  soft  and  fat-like  to  the  touch  ;  and  when  the 
condition  is  marked » the  skin  hangs  in  folds.  The  regions 
generally  aflTectcd  are  the  shoulders,  arms,  back,  and  buttocks, 

Treatment. — The  redundant  tissue  may  be  removed  by 
excision  or  electrolysis. 

KELOro. 

(Gheloid;  Kelis.) 

]>efitlitiatl. — A  new  growth  resulting  from  hypertrop! 
of  the  connective  tissue  of  the  corium. 

Etiology. — It  generally  results  from  local  injur>\  though 
it  is  claimed  that  it  may  arise  spontaneously.  Certain  fami- 
lies and  individuals  are  especially  predisposed.  It  is  more 
frequent  in  the  colored  race. 

Symptoms.^ — ^It  begins  as  a  pale-red  nodule,  which  slowly 
increases  in  size  and  sends  out  claw-likc  processes.  From 
its  resemblance  to  a  crab  it  has  been  termed  keloid.  It  is 
firm,  elastic,  slightly  elevated,  sharply  defined,  and  ranges 
in  size  from  a  small  bean  to  a  growth  as  large  as  the  hand. 
It  sometimes  excites  pain  and  itching,  but  generally  sub- 
jective phenomena  are  absent.  The  regions  most  frequently 
involved  are  the  chest  and  back. 
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Diagnosis. — Keloid  may  be  distinguished  from  a  liyper- 
trophied  scar  by  the  fact  tliat  the  latter  does  not  extend  be- 
yond the  limits  of  the  injur>'. 

Fro^osis. — The  growth  is  usually  permanent,  and  after 
removal  invariably  returns, 

Treatineiit. — It  may  be  removed  temporarily  by  excision, 
electrolysis,  or  caustic  pastes. 

FBROMA. 

(MoHuBciim  Fibroaum.) 

Defimtioii,— A  circumscribed  overgrowth  derived  from 
the  subcutaneous  connective  tissue. 

biology,— l^arly  life  and  heredity  are  predisposing  fac- 
tors. 

Symptoms.— The  tumors  are  circumscribed  ;  painless  ; 
soft  or  firm;  often  multiple;  range  in  size  from  a  pea  to  a 
hen's  ^'g'g^  and  do  not  impair  the  general  health.  The  over- 
lying skin  may  be  normal  in  appearance  or  slightly  hy|>er- 
emic. 

Prognosis* — They  are  permanent  and  treatment  is  rarely 
indicated. 

ANGIOMA* 
(KflBVUB  ^asculosns.) 

Definition,— A   new   growth ^   composed   of  cavernous 

tissue  or  a  congeries  of  small  blood-vessels. 

Angioma  CaTemosum, — This  form  is  congenital,  is  com- 
posed of  cavernous  tissue,  and  appears  as  a  circumscribed, 
elevated,  dark-red  tumor  that  ranges  in  size  from  a  pea  to 
one  as  large  as  the  hand.     It  is  often  lobulated  antl  pulsating. 

Angioma  Simplex  (Capillary  Nevus  ;  Port- wine  Mark).— This 
form  is  also  congenital ,  and  is  composeii  of  a  congeries  of 
capillaries.  It  is  non-elevated,  bright-red  or  purple-red  in 
color,  and  may  cover  an  area  of  several  inches.  It  is  gen- 
erally found  on  the  face,  and  constitutes  what  is  popularly 
termed  a  mother  s  mark. 

Telangiectasis. — This  form  is  acquired,  and  is  composed  of 
dilated  or  newly  developed  capillaries.    It  appears  as  a  bright- 
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red  dot  from  wliich  branch  dilated  capillaries.  It  is  fre- 
quently associated  with  acne  rosacea ;  it  is  also  common  in 
those  of  a  gouty  diathesis  and  in  those  much  exposed  to  the 
weather. 

Treatment. — Cavernous  angiomata  may  be  removed  by 
tigatiun^  excision,  or  electrolysis.  Simple  angiomata  and 
telangiectasis  are  best  treated  by  electrolysis. 

XANTHOMA- 

(VitUigoidea ;  Xanthelasmft.) 

Definition,— A  circumscribed  connective-tissue  new- 
growth  appearing  as  flat  patches  or  tubercles  of  a  yellowish 
color. 

Etiology, —  Middle  life  and  female  sex  are  general  pre- 
disposing factors.  Hepatic  disorders,  especially  obstructive 
jaundice,  seem  to  exert  a  decided  predisi>osing  influence. 

Symptoms. — There  are  two  forms :  xanthoma  planum^ 
which  generally  appears  about  the  eyelids  and  consists  of 
smooth,  circumscribed,  slightly  elevated,  bunf-colored  patches; 
and  xanthoma  tuberosum,  which  may  appear  on  the  neck, 
shoulders,  trunks  or  extremities,  and  consists  of  small,  clastic, 
and  yellowish -colored  nodules. 

Treatment. — These  growths  may  be  removed  by  ex- 
cision, electrolysis,  or  caustics. 


LUPUS  ERYTHEMATOSUS 

(Seborrhoea  Congeativa.) 

I>efinition. — I.upus  erythematosus  is  a  new*gro\\th  re- 
sulting from  a  ct^llular  infiltration  of  the  skin,  and  character- 
ized by  circumscribed,  red  fxitches  that  arc  more  or  less 
covered  witli  \'ello  wish -gray  adherent  scales. 

Etiology.^ Middle  life  and  female  sex  arc  predisposing 
factors.  It  frequently  ari.ses  from  disorders  of  the  sebaceous 
glands,  as  seborrhea  or  acne. 

Pathology. — Hy  many  it  is  regarded  as  a  chronic  derma- 
titis which  originates  in  the  sebaceous  glands* 
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Symptoms,— The  disease  usually  manifests  itself  on  the 
face,  in  the  region  of  the  nose,  and  appears  as  small,  red, 
slightly  elevated  papules,  which  are  more  or  less  scaly.  An 
er)^thematous  patch  is  gradually  formed  by  the  coalescence 
of  these  papules.  The  peripher>'  of  the  patch  is  elevated  and 
sharply  defined,  while  the  center  is  depressed  and  atrophied 
The  ducts  of  the  sebaceous  glands  are  dilated  and  often 
filled  with  sebum.  The  disease  spreads  very  slowly,  shows 
no  tendency  to  ulceration,  and  rarely  excites  any  subjective 
symptoms. 

Diagnosis. — The  location,  the  sharply  defined  red  patch 
with  an  elevated  margin  and  tlepressed  center,  the  slight 
scaliness,  the  dilated  sebaceous  ducts,  the  chronic  course, 
and  the  absence  of  ulceration  are  the  diagnostic  features. 

Lupns  Vulgaris.^ — This  affection  begins  earlier  in  life,  is 
characterized  by  tubercles  and  ulceration,  aJid  lacks  involve- 
ment of  the  sebaceous  glands. 

Prognosis. ^Favorable  under  prolonged  and  judicious 
treatment. 

Treatment. — General  tonics,  like  iron,  arsenic,  phos- 
phorus, and  cod-liver  oil,  are  often  indicated. 

l^ocal  Tnahmnt.-^Xn  many  cases  mild  ap[>lications  accom- 
plish the  most  good.  Much  benefit  is  vjften  derived  from 
washing  the  part  thoroughly  with  green  soap  and  alcohol 
for  a  few  days  and  tlien  applying  the  following  lotion  : 

R.    Zinci  sulphmis 

Polassii  !»u]phidi  ....  :ia  ^ij 

AqwK        .    ,    ,  f^iij 

Alcoholis f^j.— M. 

SIG. — Shake  well,  dab  the  jmrts  for  fifteen  minutes  twice  daily, 
and  allow  to  dry  on.  (DUKRING.) 

In  sluggish  cases  stimulating  applications  are  useful.    One 

like  the  following  may  be  selected : 

R.    AcidI  pyrogalUd  ,    .    .    . ,5^s4-j 

Petrolati aa  Jss.— M 

Stg.— Apply  locally.  (Kai"osi,) 

Treatment  by  the  ,r-ray  has  been  followed  by  excellent 
results  in  some  very  obstinate  cases. 
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LUPUS  VULGARIS, 

(Lupus   Exedens.) 

Definition. — A  local  manifestation  of  tuberculosis,  char- 
acterized by  soft  red  tubercles  that  usually  terminate  in 
ulceration  and  scarring. 

Etiolog^^. — Early  life  and  female  sex  are  general  pre- 
disposing factors.  It  is  comparatively  rare  in  this  country, 
but  very  common  in  Austria  and  Germany.  The  exciting 
cause  is  the  tubercle  bacillus. 

Symptoms. — Lupus  vulgaris  most  frequently  manifests 
itself  on  the  face,  especially  near  the  nose.  It  begins  as 
minute,  deeply  seated,  reddish-brown  papules  which  grow 
very  slowly  until  they  reach  the  dimensions  of  tubercles. 
They  are  smooth,  quite  soft,  and  seldom  painful.  At  this 
stage  they  may  either  undergo  slow  absorption  or,  which  is 
more  frequent,  break  down  and  leave  chronic  ulcers.  The 
ulcers  are  shallow,  and  their  edges  are  soft  and  red.  There 
is  very  little  discharge.  They  spread  slowly,  and  may  in- 
volve all  the  soft  parts,  but  the  bone  is  never  invaded. 
While  one  part  of  the  ulcer  is  spreading,  other  parts  are 
being  filled  with  shriveled  cicatricial  tissue  which  in  turn  is 
often  the  seat  of  new  tuberculous  nodules. 

Diagnosis. — Epithelioma. — Epithelioma  is  a  disease  of 
advanced  life;  it  begins  as  a  firm,  wa.x-like  nodule;  the 
resulting  ulcer  starts  from  a  single  point ;  its  borders  are 
distinctly  elevated  and  hard;  it  secretes  a  blood -streaked 
fluid  ;  and  it  is  often  painful. 

SypMlis. — The  age,  history,  associated  ev^idences  of  s>*ph- 
ilis,  the  rapid  course,  the  deep  ulcers,  the  abundant  offensive 
discharge,  and  later  the  involvement  of  the  bones,  are  the 
diagnostic  features. 

Prognosis, — ^V^cry  guarded.  Its  removal  is  often  fol* 
lowed  by  relapse. 

Treatment* — General  tonics,  like  iron,  arsenic,  phos- 
phorus, and  cod-liver  oil,  are  usually  indicated. 

LtKoI  Treatment — The  growth  may  be  removed  by  cauteri- 
ration,  cureting,  exdsion,  or  electrolysis.  One  of  the  fol- 
lowing caustic  appHcations  may  be  employed ; 


4 


Or 
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R.    Acidi  salicylic! S^^j 

Collodji     ....... 


R.    Acidi  pyrogallici 

Vasclini  cerali  resinue 


5^7 


Q^)-'^ 

M  <\.  s.  ad  3J. — M, 

(Stelwacon.) 


Often  the  best  results  are  obtained  by  cureting  and  sub- 
sequently applying  caustics. 

Both  phototherapy  and  ,v-ray  tlierapy  have  also  been  used 
\*1th  considerable  success  in  the  treatment  of  lupus. 


SYPHILIS  CUTANEA. 

The  secondary  symptoms  appear  between  the  first  and  the 
fourth  month  following  the  chancre,  and  are  characterized 
by  a  symmetric  arrangemeni:,  a  copperj^  color,  polymorphism 
(many  forms  at  the  same  time),  and  an  absence  of  itching. 
They  are  usually  associated  with  certain  general  symptoms, 
such  as  sore  throat,  pain  in  the  bones,  loss  of  hair,  enlarge- 
ment of  the  lymphatic  glands,  and  failure  of  health. 

The  tertiary  symptoms  a|)pear  in  from  six  months  to  sev- 
eral years  after  the  primary  sore.  They  are,  as  a  rule, 
localized,  are  tubercular,  gummatous,  or  ulcerative  in  form, 
and  tend  to  group. 

Macular  Syphiloderm, — ^Tliis  is  a  secondary  manifesta- 
tion, and  consists  in  a  general  eruption  of  dark-red  macules, 
varying  in  size  from  a  millet-seed  to  a  ten-cent  piece. 

IMag^Ofiis, — Measles, — -The  absence  of  fever,  of  catarrh,  of 
a  crescentic  arrangement,  together  with  the  histor>'.  will  pre- 
vent an  error  in  diagimsis. 

Papular  S3rphiioderm. — This  may  be  an  early  or  late 
manifestation,  and  is  charactej'ized  by  a  general  eruption  of 
large  or  small,  dull-red  papules,  A  few  pustules  are  also 
frequently  present.  It  pursues  a  chronic  course,  finally  dis- 
appearing by  desquamation,  and  leaving  behind  slight  pig- 
mentation. 

Diafpiosis. — The  history",  distribution,  dark  color,  and  the 
presence  of  pustules  will  separate  it  from  keratosis  pilaris, 
papular  eczema,  and  lichen  ruber. 
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Tuberculous  S3npliiloderm.— A  late  manifestation,  char- 
acterized by  a  locali2ed  eruption  of  dark-red,  sliiny  papules 
varying  in  size  from  a  pea  to  a  large  bean.  By  some  these 
tubercles  are  regarded  as  gummatous  in  character.  They 
pursue  a  chronic  course  and  finally  disapjiear  by  absorption 
or  ulceration-  The  ulcers  thus  formed,  when  single,  are 
round,  punched  out,  and  frequently  covered  witli  crusts ; 
when  they  coalesce,  they  form  a  serj>iginous  sore  that  pours 
forth  a  thick  yellowish  discharge. 

BiasnoBis. — Lupus  Vulgaris, — This  occurs  in  earlier  life; 
it  pursues  an  extremely  chronic  course;  the  ulcer  is  super- 
ficial ;  the  tubercles  are  soft,  and  frequendy  rede\-eIop  in  the 
scar  tissue;  the  secretion  is  scant;  and  the  bone  is  never 
involved, 

Epitheiioma. — In  this  aifection  the  progress  is  slower; 
there  is  only  one  point  of  ulceration;  tlie  secretion  is  scanty; 
and  the  border  is  markedly  infiltrated 

Bullous  Sypbiloderm* — This  is  a  late  manifestation, 
and  us  characterized  by  an  eruption  of  wcU-fillcd  blebs  varying 
in  size  from  a  coffee-bean  to  a  walnut  The  contents  of  tlie 
blebs  are  puriform.  They  subsequently  form  dark,  conic, 
stratified  crusts  under  which  are  ulcers  pouring  forth  a  thick, 
purulent  fluid. 

Diagnosis. — Pemphigus. — The  history,  the  concomitant 
symptoms  of  sjphilis,  and  thick,  greenish  crusts  will  ser\'c 
to  distinj^uish  syphilis  from  j^>emphigus. 

Gummatous  Syphilodenn. — This  appears  as  a  firm, 
circumscribed  nodule  that  gradually  turns  red  and  softens. 
It  may  disappear  by  absorption,  or  break  down  and  leave  a 
deep,  punched-out  ulcer. 

Moist  Paptiles  (Mucous  Patches). — These  consist  in 
soft  flat  papules  covered  with  an  oflensive,  grayish  secretion. 
Heat  and  moisture  favor  their  development,  so  that  their 
favorite  seats  are  around  the  arms,  the  genitalia,  the  mouthy 
and  in  women  under  the  mammae. 

Papulosquamous  S3T>hilodenn. — This  may  be  an 
early  or  late  manifcstition,  and  is  characterized  by  a  general 
eruption  of  small  papules  that  are  more  or  less  scaly,  so  as 
to  resemble  psoriasis* 
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Blagnosis.— The  history,  the  slight  scaling,  the  dirty-gray 
color  of  the  scales,  the  dark -red  color  of  tlic  lesions,  the 
especial  tendency  to  involve  the  palms  and  soles,  will  serve 
to  distinguish  sj-philis  from  psorhisis^ 

Sqtmmous  Ecxema. — In  this  affetion  the  distribution, 
the  infiltration  of  the  skin,  and  the  marked  itching  will  lead 
to  a  correct  diagnosis. 

Annular  Syphiloderm. — In  this  form  the  lesions  con- 
sist of  circles  or  semicircles  of  small,  dark-red  papules, 

Ptistlilar  Syphiloderm* — This  form  usually  appears 
within  the  first  year;  and  is  characterized  by  a  general  erup- 
tion of  small  or  large,  acuminated  or  fiat  pustules  that 
finally  dry  up  and  form  yellowish-brown  crusts.  Large 
lesions  leave  superficial  ulcers.  The  term  rupm  is  applied 
to  large,  conic,  stratified  crusts  that  rest  loosely  on  the  ulcer- 
ating basis, 

Diagnoais. —  Variola. — ^Absence  of  syphilitic  histor>%  the 
shot-like  feci,  the  umbilication,  the  itching,  the  high  fever, 
and  the  acute  course  will  separate  variola  from  syphilis. 

Acne. — This  is  usually  limited  to  the  face  and  shoulders  ; 
there  is  no  history  of  syphihs  or  concomitant  symptoms  of 
that  aflection. 

Treatmemt*^ — The  internal  treatment  consists  in  the  admin- 
istration of  lodid  of  potassium,  mercurials,  and  tonics. 


E. 


Ilydrargyri  iodkli gr.  j 

Potassii  iodkli  ....  ...    ^iv 

Syrupi  sarsaparilla!  comfiosili 

Aqtije    .........        .    .      fta  f^^ij.— M- 

er»ls. 


Sic. — Tcaspoonful  three  times  a  day  after  nieri 

(R.  W.  Taylor.) 


Or: 


b .    Hydrargyri  protiodidi 
Extract]  opii     .... 
Fiant  pilule  No.  xx. 
Sic. — One  morning  and  evening. 


•    gr.  v-x 
.    gr  iv,— M, 

(Haruaway.) 


Locai  Treatment. — Papular  eruptions  may  be  washed  with 
mercurial  lotions;  mucous  patches  may  be  dusted  with 
calomel ;  ulcers  may  be  dressed  with  iodoform. 
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LEPROSY. 

(Lepra;  mephantiaais  Grascorum.) 

Definition. — A  chronic  contagious  disease,  excited  by 
the  bacillus  of  leprosy,  and  characterized  by  tubercular 
formations,  ulcerations,  atrophy,  disturbances  of  sensation, 
and  an  increase  or  decrease  of  pigment. 

Etiology. — The  disease  is  contagious,  but  direct  inocula- 
tion is  essential  to  its  transmission.     It  seems  to  be  more  ^ 
common  in  liot  climates.     The  exciting  cause  is  the  BadUusfl 
leprctf,  which  closely  resembles  the  tubercle  bacillus. 

Varieties. — There  are  two  varieties  :  tubercular  leprosy 
and  anesthetic  leprosy ;  but  the  two  forms  are  often  asso- 
ciated in  the  same  patient,  ^ 

Symptoms* — Certain  prodromes  may  precede  tlie  out-4| 
break  of  the  disease,  such  as  malaise,  headache,  chilliness, 
depression   of  spirits,  and    numbness   in   the   parts    to   be 
affected.  ^| 

Tubercular  Leprosy,— \x\  this  form  spots  of  erythema  ap-^^ 
pear  on  the  body ;  they  soon  become  pigmented  and  hyper- 
esthetic,  and  develop  into  tubercles  var)'ing  in  size  from  a 
pea  to  a  walnut.  The  face,  extremities,  and  genitals  arc  the 
parts  most  commonly  affected,  but  occasionally  the  mucous 
membranes,  especially  of  the  nose  and  throat,  are  invaded,, 
Ultimately  the  tubercles  may  break  down  and  leave  supers 
ficial  indolent  ulcers.  In  some  cases  a  bullous  eriiptioi 
appears  from  time  to  time.  The  hair,  eyebrows,  and  eye 
lashes  fall  out,  the  eyes  become  inflamed,  the  features  di? 
torted,  and  the  voice  husky.  The  disease  may  last  manj^ 
years,  death  finally  resulting  from  exhaustion  or  some  jnter-( 
current  disease. 

Anesthetic  Leprosy. — In  this  form  the  peripheral  nerves 
are  invaded  by  the  Bacillus  leprae.  The  outbreak  may  be 
preceded  by  numbness,  itching,  or  lancinating  pains.  These 
symptoms  are  followed  by  the  appearance  of  discolored 
spots,  which  are  at  first  associated  with  hyperesthesia,  but, 
later  more  or  less  anesthesia  develops.  The  skin  and 
appendages  atrophy,  the  bones  undergo  necrosis,  and  th< 
phalanges  drop  ofif  one  by  one.    In  some  cases  (lepra  alba] 


EPITHELIOMA. 
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the  skin  is  not  only  anesthetic,  but  distinctly  white.  Finally, 
when  the  nerves  are  mure  or  less  destroyed,  paralysis  results. 
The  duration  is  many  years. 

Prognosis.— Unfavorable.  A  cure  is  practically  impos- 
sible, thoLi^di  the  progress  of  the  disease  may  be  sta)'ed  by 
appropriate  treatment. 

Treatment. — Sufferers  should  be  isolated.  Tonics  are 
usually  indicated.  Chaulmoogra  oil  and  gurjuii  oil,  inter- 
nally and  externally,  liave  been  highly  recommended.  Ex- 
ternally, chrysarobin,  ichthyol,  or  resorcin  may  be  applied 
to  the  affected  parts. 

EPITHELIOMA. 
(Skill  Cancer.) 

Etiology. — Late  life,  heredit)-,  and  local  irritation  are  the 
predisposing^  factors. 

Varieties. — Superficial,  deep-seated,  and  papillomatous. 

Superficial  Epithelioma  (Rodent  Ulcer).— This  form  usually 
begins  as  a  firm,  circumscribed,  reddish-yellow ^  wax-like 
papule.  After  the  lapse  of  several  months  or  years  the 
papule  becomes  scaly,  and  the  removal  of  the  scales  is  fol- 
lowed by  a  slight  excoriation,  which  in  turn  becomes  covered, 
with  a  slight,  reddish-brown  crust.  The  latter  tends  to- 
adhere,  and  its  repeated  removal  is  followed  by  a  raw  surface, 
which  is  gradually  converted  into  an  ulcer.  The  ulcer  has 
a  prominent  indurated  margin  ;  its  outline  is  irregular;  its 
base  is  uneven  and  glazed ;  and  it  exudes  a  sanious,  viscid 
excretion.  It  is  not  i)ainful ;  it  does  not  lead  to  enlargement 
of  the  neighboring  lymphatic  glands ;  nor  does  it  cause  im- 
pairment of  the  general  health.  It  spreads  v^ry  slowly,  and 
sometimes  becomes  stationary  or  actually  heals.  More  fre- 
quently the  ulceration  continues  until  it  involves  all  the 
tissues  of  the  part,  even  the  bones.  The  ulcer  generally 
appears  on  the  face,  and  in  its  advance  it  may  destroy  the 
nose,  eyes,  or  a  large  portion  of  the  cranial  bones. 

Deep-seated  EpitheUoma. — ^This  variet>'  may  begin  as  a 
deep-seated,  red,  shiny  tubercle,  or  it  may  develop  from  the 
superficial  form.     The  ulcer  which  is  ultimately  formed  is 
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deep;  its  base  is  granular;  its  edges  arc  everted,  indurated, 
and  of  a  reddish-purple  color;  it  secretes  a  blood-stained 
yellow  fluid ;  it  is  tlie  seat  of  lancinating  pain  ;  it  causes  en- 
largement of  the  neighboring  glands ;  and  it  sooner  or  later 
induces  the  cancerous  cachexia.  Death  may  result  from 
exliaustion,  or,  more  rarely,  from  hemorrhage  caused  by 
ulceration  of  a  larije  blood -vesscL 

Fapillomatoiis  Epithelioma.— This  may  begin  as  a  warty 
excrescence,  or  may  develop  from  one  of  the  preceding 
varieties*  It  is  characterized  by  an  ulcerated  surface  from 
which  springs  an  aggregation  of  large,  highly  vascular 
papilla;.  Between  the  papillae  there  are  often  deep-seated 
fissures  from  which  exudes  an  offensive  viscid  discharge. 
The  general  health  is  impaired  and  tlie  neighboring  glands 
are  enlarged. 

Diagnosis. — Lupus  Vulgaris. — Lupus  begins  in  the 
young;  the  onginal  papule  is  soft ;  there  is  often  more  than 
one  center  of  ulceration ;  the  margins  of  the  ulcer  arc  not 
hard  and  everted  ;  the  progress  is  extremely  slow ;  the  dis- 
charge from  the  ulcer  is  very  scant,  and  the  bones  are  never 
involved. 

Sypliilis. — The  history,  the  associated  e\adences  of  syphilis, 
the  rapid  progress  of  the  ulceration,  the  abundant  discharge, 
the  absence  of  pain,  and  the  effect  of  treatment  will  suggest 
the  diagno.sis. 

Progfuosis.— Guarded.  A  thorough  removal  in  the  be- 
gfnning  of  the  ilisease  is  often  followed  by  a  permanent  cure. 
When  the  process  is  advanced,  the  growth  usually  returns. 

Treatment. — Epitheliomatous  growths  may  be  remo\'ed 
by  the  use  of  caustics,  the  cauter>',  the  curet,  or  by  excision. 
The  last  is  preferable  when  the  growth  is  small  and  circucn* 
scribed. 

Phototherapy  and  x-ray  therapy  have  recently  been  cm* 
ployed  with  considerable  success. 


4 


AINHUWL 

Ainhum  is  a  rare  affection,  occurring  chiefly  in  the  coloi 
race,  and  characterized  by  tlie  appearance  of  a  groove  orj 
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furrow  at  the  base  of  one  or  more  of  the  toes.  The  groove 
deepens,  the  affected  member  becomes  swollen,  and  finally 
drops  off  at  the  point  of  strangulation. 

Dmy^IATALGIA, 

Demiatalgia,  or  neuralgia  of  the  skin,  is  a  rare  aflection, 

and  is  characterized  by  paroxysms  of  sharp  Jancinating  pain 
in  the  skin,  which  arise  without  any  change  in  the  local 
appearance.  It  is  most  frequently  observed  in  women  of  a 
neuropathic  tendency,  and  may  arise  from  any  of  the  causes 
which  induce  neuralgia  elsewhere. 

Treatment. — The  cause  must  be  sought  for  and,  if  pos- 
sible, removed.  Tonics,  like  iron,  arsenic,  quinin,  and  plios- 
phorus,  arc  often  indicated.  Locally,  massage  and  electricity 
may  prove  useful. 

PRURITUS 

Befinition.— Pruritus  is  a  functional  afTection^  character- 
ized b)'  itching  which  is  unassociated  with  any  objective 
phenomena. 

Etiology. — Pruritus  may  arise  without  obvious  cause,  as 
the  pntntns  scftiiis  observed  in  the  old.  and  the  pntri/ns 
hi f malts  which  develops  on  the  approach  of  ctild  weather 
and  disappears  when  the  weather  becomes  warm. 

Symptomatic  Pruritus. — Pruritus  may  be  a  symptom  of 
many  conditions,  notably  diabetes,  gout,  lithemia,  hysteria, 
neurasthenia,  and  Bright*s  disease. 

Symptoms. — There  is  only  one  symptom,  and  that  is 
itching ;  but  as  a  result  of  scratching,  the  part  may  become 
hyperemic,  thickened,  or  the  seat  of  eczema. 

Diagtiosis.— Pruritus  must  be  distinguished  from  the 
itching  induced  by  pediadosis ,  or  some  heal  disease,  like 
fcsettta. 

ProgiiOSls,=-This  will  depend  on  the  cause.  When  the 
primarv'  disease  is  curable,  the  pntgnosis  for  permanent 
relief  is  favorable.  In  other  cases  temixiraiy'  relief  only  is 
to  he  expected. 

Treatment. — Search  should  be  made  for  the  exciting 
cause,  which  should  be   remo\-ed,  if  possible.     In  all  cases 
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the  yrine  must  be  examined  for  sugar,  since  diabetes  is  one 
of  the  most  frequent  causes  of  pruritus.  Among  the  internal 
remedies  recommended  for  pruritus  may  be  mentioned  nux 
vomica,  belladonna,  and  pilocarpine  The  best  local  remedies 
are  carbolic  acid,  vinegar,  thymol,  chloral-camphfir,  boric 
acid,  rcsorcio,  menthol^  liydrocyanic  acid,  and  hot  water. 
B-    Rcsofciuolis     ...  fT.  xv-x^K 

Sodii  cUlorniJ   . gr.  xv 

Glycerini  .    .    *  •    •  f^'j 

Ltquuns  calcls  |.  s,  (i<i  f^iv.  —  M. 

(Hartzell.] 

R*    Acidi  cartel ici  3J~'U 

Glyceritii frij 

Alcoholis '$'j 

Aqua: j    s.  ad  Uj. — M. 

B.    Acidi  carholici                                  ,    .    .  gr.  xv 

Hydrargyri  chloridi  milts gr.  xx 

Unguent i  zinci  oxldi        ...,*,.  xj, 

Su^.— Aftply  locally  in  pruritus  ani. 

TINEA  TRICHOPHYTINA- 

(Rmgwonn.) 

Definitioti. — A  contagious  disease  excited  by  a  vegetable 
parasite — the  trichophyton. 

Varieties. — On  the  scalp  it  is  termed  tinta  tcmsurans  : 
on  the  body,  thwa  circinata ;  on  the  bearded  region,  tinea 
sycosis, 

TINEA  TONSURANS. 

This  form  is  obser\'ed  almost  exclusively  on  the  scalp  of 
children.  It  is  characterized  by  one  or  more  rounded,  scaly, 
elevated,  grayish-colored  patches  through  which  project  dry, 
brittle,  lustcrless,  brnkcn-off  hairs. 

Diagnosis. — Seborrhea, — The  patches  are  not  drcum- 
scribed;  the  scales  are  greasy ;  the  hair  is  not  involved;  and 
the  microscope  reveals  no  parasite. 

Eczema.— The  patches  are  not  circumscribed  ;  the  hair  is 
not  involved  ;  there  is  more  inflammation ;  there  is  marked 
itching  ;  and  the  microscope  reveals  no  parasite. 

Alopecia  Areata. — Baldness  is  complete ;  tliere  arc  no 
scales ;  and  the  base  is  smooth  and  shiny. 
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Prognosis.— Favorable. 

Treatment. — Tonics  are  often  indicated.  The  parts 
should  be  thoroughly  washed  with  soap  and  water,  and  the 
affected  hairs  removed.  The  following  parasiticides  may  be 
employed  in  ointment  or  lotion ;  mercury,  sulphur,  chrysa- 
robin,  or  sulphurous  acid. 

B .    llydrargyri  ammoniati 

Pelrolali 

SiG. — Apply  once  or  twice  daily. 

Or: 

B.    Beianaphtholis gr-  xl 

Sulphuris  praecipitati 3|j 

Vaselini ^.— M. 

SiG. — Rub  into  affected  area  once  or  twice  daily. 

(Hardaway.) 

TINEA  CIRCINATA. 
(Ringworm  of  the  Body.) 

This  appears  as  one  or  more  rounded,  red,  slightly  ele- 
vated scaly  patches,  which  on  close  examination  reveal 
minute  vesicles  or  papules.  As  the  disease  advances  new 
patches  spring  from  the  periphery,  while  the  central  portion 
clears  up.     There  is  often  considerable  itching. 

Diagnosis. — Psoriasis. — The  marked  scaling;  the  ab- 
sence of  itching;  the  tendency  to  involve  the  extensor 
surfaces,  especially  the  knees  and  elbows ;  and  the  absence 
of  the  trichophyton  will  separate  psoriasis  from  ringworm. 

Eczema. — The  patches  are  ill  defined ;  do  not  clear  in  the 
center ;  there  is  more  infiltration  of  the  skin ;  and  there  is 
no  trichophyton. 

Prognosis. — Favorable. 

Treatment. — Tonics  are  frequently  indicated ;  mercury, 
sulphur,  sulphurous  acid,  and  hyposulphite  of  sodium  are 
among  the  best  parasiticides. 

R.    Sodii  hyposulphitis ^ij 

Aquae fjij. — M. 

SiG. — Apply  locally.  (DUHRING.) 

Or: 

B.    Ilydrai^ri  ammoniati gr.  xxx 

Adipis 3J. — M. 

SiG. — Apply  locally. 
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TINEA  SYCOSIS* 

(Barber's  Itch;  Sycosis  Parasitica.) 

begins  as  a  red,  scaly  patch  involving  the  bearded 
Soon  purplish  tubercles  and  pustules  form  around 
the  opening  of  the  hair-follicles,  and  the  hairs  become  luster- 
less,  brittle^  and  loose.     There  is  often  considerable  itchiiij^. 

Dia^OSis. -—Simple  Sycosis. — ^In  tiiis  the  iiillamtnatioa  i.s 
sujjerficial;  the  hairs  are  not  involved;  and  the  trichophyton 
is  absent. 

Eczema. — The  tubercles,  the  involvement  of  the  hiiirs,  and 
the  presence  of  the  trichophyton  will  sepanitcit  from  eczema, 

ftogtiosis. — Favorable ;  unless  treated  actively,  however, 
there  may  be  a  |>ermanent  loss  of  hair. 

Treatment.^ — The  affected  hairs  should  be  removed,  and 
one  of  the  following  parasiticides  employed  in  lotion  or  oint- 
ment :  mercurj^,  sulphur,  or  hyposulphite  of  sodium. 


Or 


R.    Stjdii  hyposulphilis ^^iij 

A(ju» .    ,    .  f§iij — M. 

Sin. — Apply  locally. 

U-    SulpUuris  sublir»jati xij 

Vosclini jjij.— M. 

SiG. — Apply  locally. 


TINEA  VERSICOLOR. 

(Pityriasis  Versicolor.) 

Definition.^ — A  chronic  affection  excited  by  a  vegetable 
parasite,  the  IVIicrospumn  furfur,  and  characterized  by  fawn- 
colored  scaly  patches  which  usually  appear  about  the  chest. 

Etiology. — It  is  a  disease  of  adult  life,  and  is  more  fre- 
quently observed  in  the  debilitated  and  uncleanly. 

Symptoms. — It  appears  usually  on  the  front  of  the  chest 

small  rounti  spots  of  a  pale-yellow  or  fawn  color,  which 
ilowly  enlarge,  fuse,  ami  form  slijj;htly  elevated,  scaly  patches, 
iubjective  symptoms  are  ^^cnerally  absent. 

Diagnosis.^ — CMoasma  somewhat  resembles  tinea  versi- 
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color,  but  the  former  is  not  often  observed  on  the  trunk,  is 
not  scaly,  and  is  not  associated  with  a  parasite. 

Prognosis.— Favorable. 

Treatment. — The  parts  should  be  fretpicntty  washed  with 
soap  and  water,  after  which  one  of  the  following  parasiticides 
maybe  applied:  Corrosive  sublimate  (2-3  {grains  to  an  ounce 
of  water),  sulphurous  acid,  or  hyposulphite  of  sodium; 

K.    Sodii  hypo6ulphitis  ........   ,:;v 

Glycerim ^iij 

Afjiise .    q,  s.  ad  fjv. — M. 

SiG. — Apply  !c>cally. 

Or: 

R.     Ilydrargyri  chloridi  coiTosivi      »    .    .    .    ^i 
Alcuholis  ,...,....,..  f^iv 

Sa,|n»tii5  vifitlis .    '^ij] 

*  Hci  lavandiiLv     .......  I^:^], — M. 

SJC — To  be  rubbed  in  well  lugbl  and  morning, 

(VaK  HARLtNGEN.) 


TINEA  FAVOSA* 
(FavuB,) 

Definitiotl. — A  contagious  aflcclion  of  the  scalp  excited! 
by  the  Achorion  Schoideinii,  and  characterized  by  yellowish, 
cup- shaped  crusts. 

Etiology. ^It  is  observed  especially  in  poor,  ill-nourished 
children. 

Symptoms. — The  disease  is  characterized  by  one  01 
more  rounded^  yellow,  cup-shaped  crusts,  through  which 
project  dry,  brittle,  lusterless  hairs.  The  underlying  tissue 
is  more  or  less  atrophied  and  scarred.  It  is  associated  with 
some  itching  and  a  peculiar  musty  odor. 

Diagnosis,— The  yellow,  cup-shaped  crusts,  the  odor, 
and  the  atro|>hy  of  the  skin  will  separate  it  from  ringworm* 

Prognosis, — Favorable.    When  not  treated  early,  it  may] 
l>e  followed  by  permanent  baldness. 

Treatment. — The  crusts  should  be  removed  by  oil  or 
soap  and  water.  The  affected  hairs  should  also  be  removed. 
The  following  parasiticides  are  efficient:  mercury,  sulphur, 
ehrysarobin,  and  hyposulphite  of  sodium. 


SjS   DISEASES  OF  THE  SICIN  AND  ITS  APPENDAGES. 


Definition. — Scabies  is  a  contagious  disease  exxited 
an  aniiTial  parasite — the  Acarus  scabiei — and  manifested  by 
papules,  vesicles,  pustules,  burrows,  and  intense  itching, 

biology. — The  disease  is  always  acquired  through  inti* 
mate  intercourse  with  patients  already  affected. 

SjTtnptoms.— The  disease  manifests  itself  by  intense 
itching,  which  is  associated  with  an  eruption  of  small 
papules,  vesicles,  and  pustules,  .\mong  these  lesions  may 
be  found  cunicirii,  or  burrows ;  these  are  discolored,  dotted, 
slightly  elevated  lines,  ranging  from  a  line  to  half  an  inch  in 
length,  and  produced  by  the  penetration  of  the  female  acarus 
and  the  deposition  of  her  eggs  along  the  passage.  The 
parts  most  commonly  affected  are  the  hands,  between  the 
fingers,  the  wrists,  the  axilla;,  the  genitaha,  beneath  the 
mammae,  and  the  inner  aspects  of  the  tliighs.  The  face  and 
scalp  are  never  involved. 

Diagiiosis.— The  recognition  of  scabies  rests  on  the 
history,  the  itching,  the  presence  of  burrows,  the  multi- 
formity of  the  lesions,  and  their  peculiar  distribution. 

ProgtlOSis. — Favorable. 

Treatment. ^ — Ointments  of  sulphur,  sty  rax,  and  naph- 
thol  are  eflficient  remedies.  After  a  thorough  bath  the  whole 
body  should  be  anointed  twice  daily  for  three  or  four  days. 
At  the  end  of  this  time  the  bath  should  be  repeated,  and  the 
bed-linen  and  underclothing  changed.  The  infected  clothing 
should  be  sterilized. 


BL.    Sulpburis  i-ublitriflti  .^j 

Balsami  Peruvtani  y^^'i 

Adipis 5J. — M. 

SiG— Rub  In  thoroughly  twice  daily.  (DlHtRJNO.) 


B'    Bals^mi  Uyracis 
AdiptA  .... 
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PEDICULOSIS. 

(Plitlieiriasls.) 

Pediculosis  Capitis.^ — ^This  form  results  from  the  pediculus 
capitis,  or  head-louse,  a  gray  insect  from  one  to  two  milli- 
meters ill  len^^lh.  The  condition  1*5  recognized  by  itching  of 
the  scalp  and  the  discovery  of  the  lice  or  their  white  ova,  or 
nits.  Kczeniatoiis  lesions  resulting  from  scratching  are 
often  observed, 

Pediculoaia  Corporis.— Tliis  form  results  from  the  pediculus 
corporis,  pediculus  vcstimenti,  or  body-Jouse,  a  somewhat 
larger  insect  than  the  head-louse.  The  condition  is  recog- 
nized by  intense  itching  on  the  covered  parts  of  the  body, 
scratch-marks,  jxrtechia:  caused  by  the  bite  of  the  insect,  and 
the  discover\'  of  the  lice  on  the  garments. 

PediculosiB  Pubis. — This  form  results  from  the  pediculus 
pubis,  or  crab-louse,  a  minute,  gra)',  translucent  insect.  It 
is  found  on  parts  covered  with  short  hair,  as  the  pubes, 
axilLe,  eyebrows,  etc. 

Treatment, — In  pediculosis  capitis  the  head  may  be 
thoroughly  washed  with  coal^oil,  dilute  carbolic  acid  (i  dram 
to  I  pint),  or  tincture  of  coccuhrs  indicus. 

In  pediculosis  corporis  the  parts  should  be  thoroughly 
washed  and  the  clothes  subjected  to  a  high  temperature. 
The  body  may  be  bathed  in  a  weak  solution  of  corrosive 
sublimate. 

In  pediculosis  pubis  a  lotion  of  corrosive  sublimate  (2 
grains  to  I  ounce)  or  an  ointment  of  ammoniated  mercury 
(i  dram  to  i  ounce)  is  very  efficient. 
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Abdominal  distention,  27 

pain,  26 

reflex,  370 
Abscess  of  brain,  400 

of  liver,  107 

of  lung,  256 

retropharyngeal,  37 
Acetone,  tests  for,  127 
Acetonemia,  355 
Acetonuria,  127 
Acholia,  95 
Achylia  gastrica,  25 
Acid,  acetic,  test  for,  23 

butyric,  test  for,  23 

free,  test  for,  21 

HCi,  test  for,  qualitative,  21 
test  for,  quantitative,  22 

lactic,  test  for,  22 
Acidity  of  gastric  content,  25 
Acne,  9 1 

atrophica,  492 

hypertrophica,  492 

indurata,  492 

papulosa,  492 

pustulosa,  493 

rosacea,  493 

vulgaris,  490 
Acromegaly,  459 

Adams-Stokes  syndrome,  172,  192 
Addison's  disease,  161 
color  of  skin  in,  466 

keloid,  520 
Adenia,  160 
Agraphia,  motor,  401 
A^e,  294.     See  also  Malarial  /ever. 
Amhum,  530 
Alae  nasi,  respiratory  movements  of, 

199 
Albinism,  508 
Albumin,  tests  for,  126 


Albuminuria,  126 
Alcoholism,  461 

acute,  459 

chronic,  462 
Alexia,  402 
Alopecia,  510 

areata,  511 

circumscripta,  511 
Amoeba  coli,  74 
Amygdalitis,  31 

Amyotrophic  lateral  sclerosis,  414 
Analgesia,  371 
Anemia,  154 

cerebral,  389 
headache  of,  430 

lymphatic,  160 

pernicious,  155 

primary,  155,  157 

secondary,  155 

splenic,  160 
Anesthesia,  370 
Aneurysm  of  abdominal  aorta,  197 

of  aorta,  194 

thoracic,  195 
Aneurysmal  murmur,  171 
Angina  Ludovici,  36 

pectoris,  193 
false,  193 

simple,  35 
Anginoid  scarlet  fever,  303 
Angiocholitis,  catarrhal,  96 
Angioma,  523 

cavernosum,  523 

simplex,  523 
Angioneurotic  edema,  acute,  456 
Anhydremia,  151 
Anidrosis,  80 
Ankle-clonus,  369 
Ankylostomiasis,  86 
Annular  sjr-philoderm,  529 
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^^^^^^^^H        Anorexia,  19                     ^^^^^^^h 

ni-uciusts,  jU7                        ^^^^^H 

^^^^^^0       Anosmia,                        ll^B^^H 

Atony  of  stomach,  45         ^^^^H 

^^^^^^P^        Anlhrax,  494 
^^^^H               .Anuria,  iid 

Atrophic  sitinal  iiaraly&is,  40^^^: 

Atrophy,  chronic  spinal  muscular,  41  j 

^^^^H               Aorta,  abdominal,  aneurysm  of,  197 

muscular,  373                           ^J 

^^^^^H                   aneurysms  of,  194 

of  face,  unilateral  pragresNve^^| 

^^^^H               Aortic  valves,  diseases  of,  182 

of  liver,  acute  }/«llow,  iii      ^^| 

^^^^H               ApcA-beal,  165 

^^^^^1                  changes  in  forte  and  extent  of,  t66 

of  optic  nerve,  378                 ^H 

progressive  muscular,  411       ^M 

^^^^^B                   displact'mcnl  uf,  166 

Aural  vertigo,  474                         ^^M 
AuMultation  of  heart,  168          ^H 

^^^^H                  palpation  of,  168 

^^^H              Aphaaaa,  401 

Automatism,  rpUepiic,  436        ^H 

^^^^H                   ataxiCf  401 

■ 

^^^^H                  motor,  401 

Babinski's  reflex,  369                 ^H 

^^^^^H                   sensttrv,  40a 

BacilJi,  tul>erdc,  in  sj>ulum,  J04 

^^^^H               Aplionia,  joo 

Bacillusi  luljerculosii,  2y^          ^^^ 

^^^^H                Apuplcx}',  cerebral,  390 

typhosus,  279                          ^^1 

^^^^H                    ineravcscent,  392 
^^^^H                    pulmonary,  341 

Baldness,  510                       ^^^^B 

Bantl^s  disease,  161            ^^^H 

^^^^^H               Appendicitis,  78 

Barbadoes  leg,  521            ^^^^H 

^^^^H               Apra^da,  402 

Barber's  ttch,  536                ^^^^H 

^^^^^H               Aran-Duchenne,  chronic  spinal  mus- 

Barlow's  disease,  358          ^^^^| 

^^^^H                           cular  atrophy  of,  4(1 

Barrel -shaped  chest,  339     ^^^^B 

^^^^H                Argyll -Robertson  pupil,  377,  387 

Basedow's  disease,  163               ^^M 

^^^H                Argyria,  467 

Basophilcs,  149                    ^^^^H 

^^^^H                Arhythmia,  17a 

Bell's  mania,  379                ^^^^M 

^^^^B                Arm  jerk.  569 

^^^^1 

^^^^H                Arm  or  leg,  temporary  spasm  of,  366 

BcU-tympany,  271               ^^^^| 

^^^^H                Arteries,  cerebral,  obstruction  of,  395 

Berri-berri,  425                   ^^^^H 

^^^^^H                 Arterio!»cleTrmi<i,  197 

Beta  oxybutyria,  127            ^^^H 

^^^^H                Arthritis  deformans,  350 

Bile,  tests  for,  in  urine,  139       ^H 

^^^^H                    rheumatoid,  350 

Bile-ducts,  catarrh  of,  96           ^H 

^^^^H                ^Arthropathies,  374 

Black  vomit,  326                       ^^M 

^^^^H                 Articular  rhcumaitsni,  acute,  339 

Blaud's  pills.  15S                       ^H 

^^^^H                        chronic, 

Blebs,  473                                  ■ 

^^^^^H                 i\rtisans'  cramp,  453 

Bleeder  s  disease,  359                ^^1 

^^^^H                Ascans  lumUicoides.  85 

Blindness,  psychic,  403              ^^M 

^^^^H                 Ascending  paralysis,  acute,  4i$ 

word-,  402                          ^_^^H 

^^^^H 

Blisters,  hv^-,  489             ^^^^M 

^^^^1                Asiatic  cholera,  331 

Blood,  alkalinity  of,  147     ^^^^| 

^^^^H                Asphyxia,  local,  456 

diseases  of,  145                ^^^^1 

^^^^1                Astereognosis,  371,  402 

drying  and  staining  of,  150           J 

^^^^^H                 Asthma,  3^t^ 

examination  of,  145                   ^J 

^^^^H                    essential,  233 

in  pericardium,  179                 ^H 

^^^^^H 

in  pernicious  anemia,  156       ^^M 

^^^^H                Ataxia,  Friedreich's,  421 

parasitrs  in,  153                      ^H 

^^^^H                    hereditary,  4^1 

sfjecific  gravity  of,  146           HH 

^^^^H                    locomotor, 

Blood -corpuscles,    red,    cnumcfmon 

^^^^H                Ataxic  gait,  368 

of.  147         .        ^                   J 

^^^B                     paraplegia,  419 
^^^^H                Atheroma,  197 

white,  enumeration  of,  148     ^^J 

Blueness  of  skin,  467                 ^H 
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Boil,  494 

Bothriocephalus  latus,  85 

Bottger's  test  for  sugar  in  urine,  125 

Bowel,  paresis  of,  83 

Bradycardia,  172 

Brain,  abscess  of,  400 

congestion  of,  388 

disease,  organic,  headache  of,  429 

diseases  of,  380 

morbid  growths  in,  396 

tumors  of,  396 

water  on,  384 
Breakbone  fever,  336 
Breath,  fetor  of,  19 
Breathing,  amphoric,  211 

bronchial,  211 

bronchovesicular,  211 

cavernous,  211 

cogged-wheel,  212 

exaggerated,  211 

jerky,  212 

of  emphysema,  212 

puerile,  211 

tubular,  211 

vesicular,  211 

weak  or  shallow,  212 
Bright's  disease,  acute,  133 
Bromidrosis,  481 
Bronchi,  dilatation  of,  232 
Bronchiectasis,  232 
Bronchitis,  acute  catarrhal,  225 

capillary,  250 

chronic,  228 

croupous,  231 

fibrinous,  251 

pseudomembranous,  231 
Bronchophony,  212 
Bronchopneumonia,  250 
Bronchorrhagia,  240 
Brown-S^uard's  paralysis,  363 
Bruit  de  p6t  f^l^  of  chest,  209 
Bulbar  paralysis,  414 

pseudo-,'415 
Bulimia,  19 
Bullae,  473 

Bullous  syphiloderm,  528 
Burns  and  scalds,  503 

Caisson  disease,  422 
Calculi,  biliary,  98 
pancreatic,  92 


Calculus,  renal,  141 
Callositas,  516 
Callus,  516 
Cancer  of  liver,  108 

of  pancreas,  90 

of  skin,  5«i 

of  stomach,  56 
Cancrum  oris,  30 
Capillary  nevus,  523 
Carbohydrates,  test  for,  24 
Carbunculus,  494 
Carcinoma  of  brain,  397 
Cardiac  murmur,  170 
Cardorespiratory  murmur,  170 
Carlsbad  salt,  artificial,  44 
Catalepsy,  376 
Catarrh,  acute  gastric,  39 

autumnal,  236 

chronic  bronchial,  228 
gastric,  41 
nasal,  216 

epidemic,  322 

intestinal,  67 

of  bile-ducts,  96 
Catarrhal  fever,  322 
Causalgia,  372,  466 
Cephalalgia,  429 
Cephalodynia,  345 
Cerebral  anemia,  389 
headache  of,  430 

apoplexy,  390 

arteries,  obstruction  of,  395 

embolism,  395 

hemorrhage,  390 

hyperemia,  388 
headache  of,  429 

leptomeningitis,  acute,  380 
chronic,  382 

paralysis  in  children,  387 

rheumatism,  340 

thrombosis,  395 
Cerebrospinal  fever,  291 

sclerosis,  disseminated,  420 
Cervical    hypertrophic    pachymenin- 
gitis, 404 

muscles,  spasm  of,  366 
Cestodcs,  84 
Chafing,  486 
Charcot-Leyden  crystals  in  sputum, 

204 
Charcol'B  hepatic  fever,  100 


1 

^^H 
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, 

Cbdoid,  522 

Chvostek*s  phenomenon,  454         ^^^^H 

Chest,  auscultation  of,  210 

Chyluria,  129                                  ^^^^H 

borrcl-shaiJcd,  239 

Cirrhosis,  alcoholic,  103                  ^^^H 

crafkctl-fxit  sound  of,  209 

Laennei's,  103                               ^^^^H 

dulncss  or  flatness  af,  210 

102                        ^^^^H 

emphysematous,  2c6 

ro2                             ^^^^H 

expansion  of,  207 

biliank',  to6                                 ^^^^^| 

hyperresonancc  iif,  log 

capsular,  to6                           ^^^^^| 

insfjcclion  of,  205 

Hanoi's^                                     ^^^^H 

mensuration  of,  214 

hypertrophic,  105                      ^^^^H 

nonnal  resonance  of,  209 

syphilitic,  106                           ^^^^H 

pjilj*ation  of,  207 

iW,  255                                   ^^^H 

percussion  of,  ao8 

of  pancreas,  90                             ^^^^H 

phihisinoid,  205 

Clavus,                                              ^^^^^1 

pitch  of  note  in,  210 

hy^^eru,  431.  440                         ^^^H 

prominences  and  depressions  of ,  ao6 

Colic,  26                                           ^^^H 

rachitic,  205 

biliar>%  99                                     ^^^H 

radioscopy  of,  214                               1 

intestinal,  65                                 ^^^^^| 

resistance  of,  210 

pancreatic.  93                                 ^^^^H 

tymfianilic  resonance  of,  joq 

^^^^1 

Cheyne-Slokes  Iwealhing,  201 

Color  of  skin,  464                           ^^^^H 

Chicken-pox,  314 

Coma,  375                                         ^^^B 

Chilblain,  50^ 

Comedo,  484                                                  ^H 

Child -crowing,  223 

Compensation    in    valvultr    disease,     ^H 

Chloasma,  514 

182.  id6                                          ^1 

Chlorids  in  urine,  122 

Conception,  Lm{jerative,  379                    ^H 

Chlorosis,  157 

Confluent  smallpox,  310                          ^H 

Choice  vsiitis,  acute^  97 

Congenital  myotonia,  455                       ^H 
Congestion  of  brain,  388                          ^^| 

Cholelitliiasis,  98 

Cholemia,  95 

pulmonary,  242.     See  also  Lungs,     ^H 

Cholera,  331 

congestion  of.                                       ^^| 

Asiatic,  331 

Consciousness,  disturlianccs  of,  375       ^H 

English,  77 

Constipation,  habitual,  ^3                        ^^| 

epidemic,  331 

Constitutional  diseases.  339                      ^^| 

infantum,  72 

Consum[)tion,  pulmonary,  257         ^^^^H 

nialignanl,  331 

Convulsions,  364                               ^^^^| 

morbus,  77 

epileptiform,  364                           ^^^^^| 

nostras,  77 

hy-stertndal,  365                            ^^^^^H 

sicca,  333 

t<^al.                                               ^^H 

Cholerine,  332 

salaam,  366                                 ^^^^H 

Cholcsteremia,  95 

^^^^H 

Choluriii,  129 

1 7                              ^^^H 

Chorea,  444 

Cornu  cutaneum,  517                      ^^^^^| 

Huntingdon's,  445 

Corrigan's  pulse,  174,  tf)3              ^^^^H 

in^anicns,  446 

CorA'za,  215                                       ^^^H 

minor,  444 

Cough,  202                                       ^^^H 

Sydenham's,  444 

dry.  202                                        ^^^H 

Choreiform  movements,  366 

lar>'ngeal.  302                               ^^^^H 

Chromidrosis,  481 

moist  nr  lorjse.  202                        ^^^^H 

Chronic  splenomcgalic  polycythemia. 

^^^^^1 

t6] 

Croup  de  soleil,  4O0                          ^^^^^| 
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Cow-pox,  313 
Cramp,  artisans',  453 

writers',  453 
Cremasteric  reflex,  370 
Crossed  paralysis,  428 
Croup,  catarrhal,  219 

false,  219 

spasmodic,  219 
Crusts,  478 

Curschmann's  spirals  or  sputum,  203 
Curving  of  nails,  468 
Cutaneous  emphysema,  468 

eruptions,  469 

horn,  517 
Cutis  {x^nduia,  522 
Cyanosis,  general,  175 
Cyanotic  induration,  131 
Cyclic  albuminuria,  126 
Cylindroids,  123 
Cyst,  hydatid,  of  liver,  109 
Cyst  of  pancreas,  91 
Cytorrhyctes  variola*,  309 

Dandruff,  480 
Dandy  fever,  336 
Deafness,  378 

word-,  402 
Decubitus,  480 

acute,  374 

chronic,  374 
Degeneration,  reaction  of,  373 
Delirium,  379 

tremens,  462 
Delusion,  378 

fixed,  378 

hypochondriacal,  378 

of  grandeur,  378 

systematized,  378 

unsystcmatize<l,  378 
Dementia,  paretic,  385 
Demtxlex  foUiculorum,  484 
Dengue,  336 
Dermatitis,  502 

calorica,  503 

contusiformis,  487 

exfoliativa,  504 

herpetiformis,  501 

medicamentosa,  503 

traumatic,  502 

venenata,  502 
Dermatol ysis,  522 

35 


Diabetes,  353 

insipidus,  357 

mellitus,  353 

phosphaticus,  122 
Diacetic  acid,  test  for,  127 
Diaceturia,  127 
Diarrhea,  66,  67 
Diathesis,  hemorrhagic,  359 

uric  acid,  347 
Diazo-reaction,  129 
Dietl's  crises,  130 
Diffuse  erythema,  471 
Dilatation  of  stomach,  58 
Diphtheria,  315 

faucial,  316 

laryngeal,  316 

nasal,  317 
Diplegia,  facial,  362 
Discrete  smallpox,  309 
Disseminated  cerebrospinal  sclerosis, 

420 
Diver's  paralysis,  422 
Dizziness,  433 
Dobell's  solution,  37 
Dropsy,  175 

of  gall-bladder,  99 

of  pericardium,  179 
Dry  pleurisy,  266 
Duhring's  disi>ase,  501 
Dura  mater,  hematoma  of,  383 
Dysentery,  73 
Dysidrosis,  513 
Dyspepsia,  catarrhal,  41 

nervous,  46 
Dysphagia,  19 
Dyspnea,  200 
Dystrophy,  muscular,  457 

Ear,  disturbances  of,  378 

noises  in,  378 
Echinococcus  of  liver,  109 
Eclampsia,  365 
Ecstasy,  376 
Ecthyma,  504 
Eczema,  497 

erythemalosum,  497 

fissum,  498 

impetiginosum,  498 

madidans,  498 

papulosum,  497 

pustuiosum,  49i8 


an 

mgs,  244 
Egophuny,  J12 
Ehriich's  diazcKreaclion,  1J9 
Eleclrotnuscular  contracLility,  changes 

in,  373 
Elephantiasis,  521 

Arabum,  521 

GriTcorum,  530 

pachydermia,  521 
Embolism,  «rcbral,  595 
Embrvtx-ardia,  170 
Emesis,  20 
Emphysema,  cutaneous,  468 

hyperlrophic,  23S 

jiuJmonari*,  236 
Empyema,  269 

Encephalilis,  suppuralivc,  400 
Kndaricfiils,  chronic,  1Q7 
Endocarditis,  acute,  179 

chroniCj  180 

ulcerative,  180 
Enbrgtmcnt  of  superficial  veins,  466 
Entcralgia,  65 
Enteric  fever.  279.     Sec  also  Typhoid 

Jevtr. 
Enteritis,  catarrhal.  67 
Enteroptosis,  61 
Enlerorrhagiii,  26 
Eoainophiles,  149 
Eosinophilia,  153 
Ephemeral  fever,  278 
Epidemic  catarrh,  322 

cholera,  331 

panotitis,  324 

roseola,  308       ^^^^^^BH^^^K. ; 


inUirtrigo,  4d6 

multiforme,  487 

no<Ji»suiY»,  487 

simplex,  4H6 
Erythroblasls,  (52 
Esophagisnius,  38 
Esophagus,  organic  obstnictitm  of, 

spasm  of,  38 

stenosis  of,  38 
Essential  vertigo,  434 
EstivD-autumnai  fever,  297 

parasite,  296 
Exhaustion,  heal-,  461 
Exocardial  murmur, 
Exophthalmic  goiter,  162 
Expectoration,  varieties  of, 
Eye,  disturbances  of.  377 
Eyeball,  trentor  of,  377 
Eyes,  conjugate  deviation  of,  377     1 

Face,  atrophy  of,  unilateral  prcgej 
sive.  458 

spasm  of,  3O5 
Facial  diplegia,  362 

hemiatrophy,  458 

uionopU»gia,  36a 

paralysis,  427 
Falling  sickness,  435 
Famine  fever,  289 
Faudal  diphtheria,  316 
FttN^s,  537 
Febriculfl,  278 
Feces,  impaction  of,  S} 
Fehling's  test  for  sugar  in 
quantitative,  ij6 
Festinatiofi,  jt( 
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Fever,  cerebrospinal,  291 

Charcot's  hepatic,  100 

continued,  274 

dandy,  336 

degree  of,  274 

detection  of,  273 

effects  of,  on  tissues,  275 

enteric,    279.     Sec    also    Typhoid 
fever. 

ephemeral,  278 

estivo-autumnal,  297 

famine,  289 

intermittent,  274 

jail,  287 

lung,  245 

malarial,  294.     Sec  also  Malarial 
fever. 

period  of  incubation  in,  276 

quartan,  295 
double,  296 

quotidian,  295 

rashes  in,  date  of  appearance,  277 

relasping,  289 

remissions  of,  274 

remittent,  274,  297 

rheumatic,  339 

scarlet,  301 

semitcrtian,  297 

ship,  287 

simple  continued,  278 

spirillum,  289 

spotted,  291 

stages  of,  273 

symptoms,  275 

termination  by  crisis,  278 

terminations  of,  274 

tertian,  295 

thermic,  460 

treatment,  275 

types  of,  274 

typhoid,    279.     Sec   also   Typhoid 
lever. 

typhus,  287 

yellow,  325 
Fever-blisters,  489 
Fiber,  elastic,  in  sputum,  203 
Fibrinous  pleurisy,  266 
Fibroma,  523 

Filaria  sanguinis  hominis,  87 
Fish-skin  disease,  519 
Fleischl's  hcmoglobinometer,  146 


Flint  murmur,  183 
Floating  kidney,  130 
Folliculitis  barbae,  510 
Foot,  perforating  ulcer  of,  374,  480 
Fowler's  test  for  urea,  1 19 
Freckle,  514 
Fremitus,  208 
Friedreich's  ataxia,  421 
Functional     diseases    of    sebaceous 
glands,  482 
nervous  diseases,  429 
Furunculus,  494 

Gabbett's  method  for  demonstrating 
tubercle  bacilli  in  sputum,  204 
Gait,  368 

ataxic,  368 

of  pseudomucsular  hypertrophy,368 

spastic,  368 

steppage,  368,  426 
Gall-bladder,  dropsy  of,  99 
Gall-stones,  98 
Gangrene  of  lungs,  256 

symmetric,  374,  455 
Gastralgia,  50 
Gastrectasis,  58 
Gastric  catarrh,  acute,  39 
chronic,  41 

contents,  acidity  of,  25 
normal,  25 
examination  of,  21 
Gastritis,  acute,  39 

chronic^  4 1 
Gastrodynia,  50 
Gastroptosis,  61 
Gastrorrhagia,  62 
Gastrosuccorrhea,  49 
General  paralysis  of  insane,  385 

paresis,  385 
German  measles,  308 
Giant  urticaria,  488 
Giddiness,  433 
Gin-drinker's  liver,  103 
Girdle  pain,  406,  408 

sensation,  372 
Gldnard's  disease,  61 
Glioma  of  brain,  397 
Globus  hystericus,  365 
Glossy  skin,  375,  424,  467,  509 
Glottis,  edema  of,  224 

spasm  of,  223 


latent,  347 

non-artkular^  347 

relrtxedent,  347 

rheumatic,  350 
Goutiness,  347 

Guwers*  hemtiglobinometer,  145 
Grat'fe's  sign,  lOji 
Graphospasm.  451 
Gravc-l,  141 
Graves'  disease,  162 
Circe ri  sickness,  157 
G  rut  urn,  485 

GummuKius  syphilodcnn,  538 
Gunis,  17 

Hatr  and  nails,  tropliic  afTections  of, 

375 
llalJud nation,  379 
Hand,  spasm  cif,  Ti,(y6 
Hanoi's  hypertrophic  cirrhoais,  105 
Hardness  of  skin,  467 
Hay-fever,  ^36 

Hay's  test  for  bile  in  urine,  1  ;q 
Head,  swimming  in,  433 
Headache,  429 

hysteric,  431 

oi"  rxrrcbr&l  anemia,  430 
hyperemia,  479 

of  organic  brain  disease,  4^9 

reflex,  430 

sick-,  450 

toxemic,  430 
Hearinj^,  h\'perarusis  of,  378 
Heart,  auscultation  of,  169 

chronic  vaUoiiar  disease  of,  183 

enlar|;ement  of.  tB^j^^^^^^^^h 


HeWcr's  test  for  albumin  tn  u 
for  blu4HJ  in  urine,  13H 
Heroaternc&is,  20,  6? 
Hematoma  of  dura  mater,  j 
flematomyelilis,  406 
HematofKjrphyrinuria,  124 
Hematuria,  wj 
Hemianesthesia,  370 
Hemiatrophy,  facia),  456 
Hemic  murmur,  171 
Hcmicrania,  450 
I  Hcmii>lcgia,  361,  363 
'  Hemocviomctcr,  Thoma-Zeiss,  147! 
Hemoglobin,  estimation  of,  145       ^ 
HemogU»bir>umeler,  Heischi's,  j. 

Gowers',  145 
Hemoglobinuria,  12S 
Heraojx'ricardium,  179 
Hemophilia,  359 
Hemoptysis,  740 
Hemorrhage,  bronchopuli 

cerebral,  390 

into  p>ancreits,  88 
Hcnaorrhagic  diathesis,  359 

tnacules,  470 

measles.  306 

pachymemngilis,  383 

pleurisy,  a**/),  2yi 

puqmra,  360 

urticaria,  488 
Hemothorax,  17  j 
Hc(>atargy,  95 

Hepatic  fever,  Charcot's,  100 
Hepatitis,  acute  parem  hymatc 
suppurative,  107 
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Herpes  zoster,  490 
Hiccup,  25 

Hippocratic  succussion,  214, 
Hirsuties,  520 
Hives,  488 

Hob-nailed  liver,  103 
Hodgkin's  disease,  160 
Horn,  cutaneous,  517 
Huntingdon's  chorea,  445 
Hutchinson's  teeth,  17 
Hydatid  cyst  of  liver,  109 
Hydremia,  151 
Hydrocephalus,  chronic,  384 

congenital,  internal,  384 

spurious,  71 
Hydronephrosis,  143 
Hydropericardium,  179 
Hydrophobia,  337 
Hydrops  vesica?  fella?,  99 
Hydrothorax,  270 
Hyperacidity,  25 

of  gastric  contents,  48 

Hyperacusis  of  hearing,  378 

Hyperchlorhydria,  25,  48 

Hyperemia,  cerebral,  388 

headache  of,  427 

of  kidneys,  131 

of  liver,  101 
Hyj)eresthesia,  372 
Hyperidrosis,  480 
Hyperosmia,  199 
Hypertrichosis,  520 
Hypertrophy  of  heart,  189 

of  tonsils,  34 

pscudomuscular,  457 
Hypochylia  gastrica,  25 
Hyj)oleukocytosis,  153 
HvfKitonia,  414 
Hysteria,  439 
Hysteric  clavus,  431,  440 

headache,  431 

is(  hernia,  440 
Ilysteroidal  convulsions,  365 
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Ichthyosis, 
Icerus,  94 

neonatorum,  95 
Idiopathic  epilepsy,  435 
Ileocolitis,  acute,  71 
Ileus,  81 

gall-stone,  83 


Illusion,  379 

Imperative  conception,  379 
Impetigo  contagiosa,  506 
Impulse,  morbid,  379 
Indican,  tests  for,  128 
Indicanuria,  128 
Induration,  cyanotic,  131 

of  skin,  467 
Inebriety,  461 
Infantile  paralysis,  409 
Infectious  diseases,  acute,  273 
jaundice  in,  278 
period  of  incubation  in,  276 
protection  from  future  attacks 

in,  277 
rashes  in,  date  of  appearance, 
277 
Inflammation  of  skin,  471 
Inflammatory  diseases  of  skin,  486 

rheumatism,  339 
Influenza,  322 

Insane,  general  paralysis  of,  385 
Isolation,  460 
Insular  sclerosis,  420 
Intercostal  neuralgia,  447 
Intermittent  tetanus,  454 
Intestinal  catarrh,  67 

colic,  65 

obstruction,  81 
Intoxications,  457 
Intussusception,  intestinal,  82 
Invagination,  intestinal,  82 
Ischemia,  hysteric,  440 
Itch,  538 

barber's,  536 

Jacksonian  epilepsy,  437 
Jail  fever,  287 
Jaundice,  94 

catarrhal,  96 

malignant,  1 1 1 
Jaw-jerk,  369 

Johnson's  test  for  albumin  in  urine, 
126 

Kakke,  425 
Kelis,  522 
Keloid,  522 

Addison's,  520 
Keratoma,  516 
Keratosis  pilaris,  515 
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^^^_^         Kernig's  sign,  201,  369 

^^^^H        Kidney,  amyloicl  degeneration  of,  i^^q 

Lighining  pains,  372                  1 

^1 

Lipemia,  153                                 1 

^^^B 

^^^H             rnntrai  ted  or  gouty,  137 

Lithemia,  34                                   1 

^^^^1 

^^^H            floating,  130 

Lilhuria,  119 

^B 

^^^^1           hyperemia  of.  131 

Litlen's  diaphragm  phenomenon, 

jo^l 

^^^^B          lardaccoua,  139 

Little's  disease,  3H8 

^B 

^^^^H           large  whitv.  135 

Liver,  abscess  of,  107 

acute  yellow  atrophy  of,  1 1  j 

^H 

^^^^1           red  granular,  137 

^1 

^^^^P           tul>erruk>sis  of,  144 

amyloid,  no 

^H 

^^^™^           waxy,  139 

area  of  dulness  in,  92 

^^H 

^^r              Kleptomania,  379 

cancer  of,  108 

^^H 

^H               Knee-jerk,  368 

cirrhosis  of,  102 

^^H 

^V              Kup1ik*s  sign,  306 

atrophic,  t02 

biliary,  to6                            ' 

^1 

^H               Labyrinthine  vertigo,  434 

capsiiJar,  106 

^^H 

^H                Laennec's  cirrhonis,  103 

Hannl's,  105 

^^^^1 

^m                La  grippe,  322 

hypertrophic,  105 

^^H 

^H                I^indry's  disease,  415 

syphilitic,  loO 

^^^B 

^H                Landou/,v-Dejerine    lyjje    of   dyslro- 

echinoco*  ( us  uf,  109 

^^H 

H                            p}^v,  4  % 

gin -drinker's,  103 
ho!>-naile<J,  103 
hydatid  cysl  of,  109 

^^^B 

^^H                Laryngeal  diphtheria,  316 

^^H 

^H                Laryngismus  stridulus,  2:23 

^^H 

^H                Laryngitis,  arute  uitarrhalf  itS 

hyperemia  of,  loi 

^^^B 

^H                    chronic,  221 

irregularities  of,  93 

^^H 

^H                   syphilitic,  233 

lardacefjus,  no 

^^^B 

^H                           tulxTCUlouS,   331 

palpation  of,  92 

^^H 

^B                 Laryngospasmus,  335 

percussion  of,  93 

^^H 

^H                 l^rynx^  200 

waxy,  1  to 

^^^^1 

^B                     edema  of,  324 

Lock-jaw,  335 

^^H 

^H                  Latent  gout,  347 

Locomotor  ataxia,  416 

^^^B 

^1                Lead-poisoning,  chronic,  464 

Luml>ago,  344 

^^H 

^1               Leg  or  arm,  temporary  spasm  of,  366 

Lung  fever,  245 

^^^B 

^B                 Legal's  test  for  acetone  in  urine,  127 

Lungs,  abstess  of,  256 

^^^B 

H                 Leniiga,  514 

drrhf»sis  of,  255 

^^H 

^V                Lepra,  t;  0 

congestion  of,  active,  24  a 

^^H 

^H                    alhu,  530 

hypostatic;,  243 

^^H 

^B                  Leprosy,  530 

passive,  242 

^^^^1 

^H                 Leplomeningilis,  acute  cerebral,  380 

edema  of,  244 

^^H 

^H                     chronic  cerebral,  3H2 

gangrene  of,  256 

^^H 

■                     spinal,  403 

hemorrhagic  infarct  of,  241 

^^H 

^H                 Lcucinuria,  130 

splenization  of,  343 

^^1 

^H                  I^-ukeniia,  158 

Lupus  er>'themato5Uft,  524           1 

^^H 

^B                 i^ukf^ylheniia,  158 

exe<lens,  536                               1 

^^H 

^1                 leukocytosis,  iii 

vulgaris,  536                                ' 

^^^B 

^H                 I^-ukoderma,  508 

Lymphadenitis,  retriipliaryngmJ, 

j^H 

^B                  Leukopenia,  153 

LymphaHenoma,  general,  t6o 

^H 

^B                 Lcuknpbkta  buccalb,  18 

Lymphatic  leukenik«  159 

^H 

^^B                 Lichen  pilaris,  513 

Lympbityles,  148 

^^H 

^^B                    planus,  450 

'  Lymph-flcrotum,  511                  J 

^^H 

^^H                    ruber,  450 

^^^B 

^H                    ficrofuliisus,  450 

Macrocytosis,  152                  1 

1 
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Maciilar  syphilodenn,  527 
Macules,  469 

brown,  471 

hemorrhagic,  470 

red,  469 

white,  471 

yellow,  471 
Malarial  cachexia,  chronic,  298 

fever,  294 

intermittent,  297 
pernicious,  298 
Malignant  cholera,  331 

measles,  306 

scarlet  fever,  303 

smallpox,  311 
Mania,  379 
Marie's  disease,  457 
Mast-cells,  149 
Measles,  305 

German,  308 

malignant,  306 
Megrim,  450 
Melancmia,  151 
Melena,  26 

M^nifcrc's  disease,  434 
Meningitis,    epidemic   cerebrospinal, 
291 

spinal,  403 
Meningo-encephalitis,  chronic,  385 
Merycismus,  25 
Microcytosis,  152 
Migraine,  450 
Miliaria,  507 
Milium,  485 

Mitral  valve,  diseases  of,  184,  185 
Mobius'  sign,  162 
Moist  papules,  528 
Mole,  518 
Molluscum  contagiosum,  515 

epitheliale,  515 

fil)rosum,  523 

sclwiceum,  515 
Monanesthesia,  371 
Monoplegia,  361,  362 

facial,  362 
Morbid  growths  in  brain,  396 

impulse,  379 
Morbilli,  305 

Morbus  maculosus  Werlhofii,  360 
Morphea,  520 
Morphinomania,  464 


Morvan's  disease,  422 
Mother's  mark,  523 
Motion,  disturbances  of,  361 
Mucin,  spirals  of,  in  sputum,  203 
Mucous  membranes,  rheumatic  affec 
tions  of,  345 

patches,  528 
Muguet,  29 
Multiple  neuritis,  325 

sclerosis,  420 
Mumps,  324 

Murexid  test  for  uric  acid,  119 
Murmur,  aneurysmal,  171 

cardiac,  170 

exocardial,  170 

Flint,  183 

hemic,  171 
Muscles,  diseases  of,  380 
Muscular  atrophy,  373 
chronic  spinal,  411 
progressive,  411 

dystrophy,  457 

rheumatism,  344 

sense,  373 
Myalgia,  344 
Myasthenia  gastrica,  45 
Mydriasis,  377 
Myelitis,  acute,  405 

central,  405 

chronic,  408 

diffuse,  405 

transverse,  405 
Myelocytes,  149 
Myelogenous  leukemia,  159 
Myocarditis,  acute,  190 
My(x:ardium,  diseases  of,  191 
Myodynia,  344 
Myosi's,  377 

Myotonia,  congenital,  454 
Myxedema,  163 

Nfa'US,  capillary,  523 

lipomatodes,  519 

pigmentosus,  518 

pilosus,  519 

spilus,  519 

vasculosis,  523 

verrucosus,  519 
Nails,  abnormal  conditions  of,  468 

and  hair,  trophic  affections  of,  375 

atrophy  of,  468 


I^p 

^^^^^^^^^^^^^^^^^^^^^^^^^H 
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Nails,  curving  of,  468 

Pachydermatocele,  522                  ^^H 

Nasal  diphtheria,  .^17 
Nematodes,  85 

Pachymemngitis,    ccrviial    hyperfii^B 

phic,  404                                    H 

Nephritis,  acutr,  133 

chronic.  383                                        ■ 

chronic  inlerslitial,  137 

spinal,  404                                    ^1 

parenrhyniatous,  135 

hemorrhagic,  383                     ^^^H 

Nephrolilhia^iis,  141 

^^^1 

Ncfihroptosis,  130 

Pallor,                                            ^^^1 

Nerves,  diseases  uf,  380,  423 

F*alpation  of  heart,  168                ^^^f 

NcTvuus  diseases,  funriinnal,   \2q 

Palpitation,  175                             ^^^| 

prf*stralion,  44J 

Palsy.  Bcl]\  427                         ^^H 

system,  fUseaives  of,  361 

scriveners'  453                          ^^^H 

Neitlcrash,  4HH 

shaking,  451                                 ^^B 

Neuralgia,  372,  44f> 

Paludism,  2t>4.     See    also     MtdariiV^k 

^_            intcrtoslai,  447 

IfVtT.                                                           fl 

^^^H|          Oi(ipkiil,  447 

Pancreas,  calculi  of,  02                       fl 

^^^^m          of  heart,  193 

cancer  of,  go                                ^^^H 

^^^B          of  stomach,  50 

cirrhosia  of.  90                          ^^^| 

^^^f           trtfaci^il,  447 

of,  Qi                                 ^^^1 

Neurasthenia,  442 

hemorrhage  into.  88                 ^^^H 

gaslrica,  4() 

Pancreatitis,  acute,  Hq                 ^^^| 

Neuritis,  423 

chronic,  90                                     ^^^H 

multiple,  425 

Papillitis,  377                                  ^^H 

optic,  378 

Papillomatous  epithelioma,  53]  ^^^1 

Neuromimesi&,  43S 

Pajmlar  syphiioderm,  527                  ^| 

Neuirophiles  pulymorphomidettr,  149 

Papules,  473                                           ■ 

Nevus.     See  Ntn^us. 

moist,  528                                           H 

Nicmeyer's  pill  for  cirrhosis  of  liver, 

Papulos-iuamtjus  syphiioderm,  528     ■ 

'105 

Paracentesis  alxiommis,  1 1 7                H 

Nigrilies,  18 

pericardii.  178                               H 

Nodes,  Heberdcn's,  351 

for  pleurisy,  269                        ^^^k 

Noises  in  ear^  378 

Paralysis,  361                                ^^^H 

Noma.  30 

acute  asci-nding,  415               ^^^H 

Nose,  199 

agilans.  45 1                               ^^H 

Nutrition,  disturbance*  of,  373 

atrophic  tvpinal,  409                ^^^H 

Nystagmus.  377 

Brown-.S4^i|uard's,  363             ^^^f 

bulbar,  414                                   ^^^| 

OcclflTAL  neuralgia.  .'47 

cerebral,  in  children,  587         ^^H 

(Jiigochromemiii.  153 

crossed,  428                              ^^^| 

Ohgocylhcmia,  154 

divers',                                       ^^^| 

Onychia,  46Q 

^^^1 

Opisthotonos,  ^t^^. 

general,  of  insaiM>.  {K;            ^^^H 

0]»ium  jKjisoning,  chronic,  464 

infantile.,  40r)                                   ^^^| 

Opiit  nerv^,  atrophy  of,  378 

irregular,  361                               ^^^f 

neuritis.  377 

postdiphtheric,  317                   ^^^| 

Orthostatic  albuminuria,  »26 

sp>ast)c  of  infants,  387              ^^^| 

OsmidroAUi,  481 

Paramyoclonus  multiplelt,  367     ^^M 

Oxaluria,  I23 

Parenesthesia,  371                                  ^| 

Oxyuris  vermiculAris,  86 

Paraphasia,  401                             _^^^k 

Paraplegia,  361,  365                     ^^H 

Pachvacria,  459 

ataxic,                                        ^^^^1 
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Paraplegia,  primary  spastic,  413  \ 

Parasite,  animal,  84  > 

estivo-autumnal,  296 

in  blood,  153 

quartan,  295 

tertian,  295 
Paresis,  general,  385  i 

of  bowel,  83  j 

Paresthesia,  372 
Paretic  dementia,  385 
Parkinson's  disease,  451 
Parosmia,  199 
Parotitis,  epidemic,  324 
Parry's  disease,  162 
Patellar  tendon  reflex,  368 
Pectorilo<juy,  212 
Pediculosis,  539 

capitis,  539 

corporis,  539 

pubis,  539 
Pemphigus,  505 

foliaceus,  505 

vulgaris,  505 
Pepsin,  test  for,  23 
Peptic  ulcer,  52 
Percussion  of  heart,  168 
Perforating  ulcer  of  foot,  374,  480 
Pericarditis,  176 
Pericardium,  air  in,  179 

blood  in,  179 

dropsy  of,  179 
Perihepatitis,  chronic,  106  | 

Peritonitis,  acute,  112 

chronic  diffuse,  114  I 

Perityphlitis,  78  1 

Pernio,  501 
Pertussis,  329 

Petechiac,  470  ' 

Pettenkoifcr's  test  for  bile  in  urine,  129 
Pharyngitis,  acute,  35  ' 

chronic,  36  I 

Phenylhydrazin  test  for  sugar  in  urine, 

'   125  . 
Phosphaluria,  121 

Phlheiriasis,  539  I 

Phthisis,  257 

acute,  261 

chronic  ulcerative,  259 

fibroid,  261 
Pica,  19  ' 

Pin-worm,  86 


Pityriasis  versicolor,  536 

Plantar  reflex,  370 

Plethora,  151 

Pleura,  diseases  of,  265 

Pleural  thickening,  chronic,  266 

Pleurisy,  265 

dry,  266 

fibrinous,  266 

hemorrhagic,  266,  272 

latent,  267 

purulent,  266 

sacculated,  266 

serofibrinous,  266 
Pleuritis,  265 
Pleurodynia,  344 
Plumbism,  464 
Pneumohydrothorax,  271 
Pneumonia,  alcoholic,  248 

catarrhal,  250 

central,  248 

chronic,  2C5 
interstitial,  255 

croupous,  245 

hypostatic,  243 

in  children,  247 

lobar,  245 

lobular,  250 

massive,  248 

migratory,  248 

senile,  247 

typhoid,  247 
Pneumonitis,  245 
Pneumopericardium,  179 
Pneumopyothorax,  271 
Pneumothorax,  270 
Podagra,  346 
Poikilocytosis,  152 
Points  douloureux,  372 
Poisoning,  chronic  lead-,  464 
opium-,  464 

rhus-,  502 
Poliomyelitis,  acute  anterior,  409 

chronic  anterior,  411 
Polycythemia,  151 

chronic  splenomegalic,  161 
Pol>'uria,  118 
Pomphi,  477 
Pompholyx,  513 
Port -wine  mark,  523 
Postdiphtheric  paralysis,  317 
Precordium,  prominence  of,  167 
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Pressure  sense,  373 

Pyonephrosis,  140               ^^^^M 

PrickJy  heal.  507 

Pyolhorax,  jCx)                     ^^^^^M 

Progressive  mustulxir  atrophy,  411 

Pyromania,  379                   ^^^^H 

Prostipalgia,  446 

Pyuria,  179                         ^^^^H 

PnDsiralion,  nervous,  442 

Prurigi>,  500 

Qt;ABTAN  fever,  395            ^^^^H 

Pruritus,  533 

double,  790                   ^^^^H 

hicnialis,  533 

parasite,                             ^^^^| 

seniJis,  533 

Quincke's  puncture,  385      ^^^^| 

Pscutlo-angina  pectoris,  193 

Quotidian  fever,  295            ^^^^^| 

Psfudo'buHiar  paralysis,  412 

Pseudoleukemia,  160 

Rabies,  337                        ^^^H 

Psfudomuscular  hyiiertruphy,  457 

Rachitic  rosary,  352            ^^^^H 

Psoriaais,  495 

Rachitis,  352                        ^^^^H 

Psychic  blindness,  402 

Riles,  208,  213                           ^M 

deafness,  401 

Raynaud's  diseusc,  374,  455       ^H 

disturbances,  378 

Reaction  of  degeneration,  373    ^H 

Plvalism,  31 

Reflex,  abdominal,  370               ^H 

Pulmonary  valve,  disease  of,  186 

iinklr.  369                                ^^^ 

Pulsation,  abnormal  tenlers  of,  167 

arm,  369                                   ^H 

Pulse,  171 

Babinskj*s,  369                  ^^^^H 

asyinmelric  radial,  174 

cremasteric,  370              ^^^H 

bigrminai,  172 

cutaneous,  370                ^^^^H 

capillary,  174 

gluteal,  370                        ^^^H 

Corri^an's,  174,  183 

headache,  430                    ^^^^H 

dicroUc,  173 

jaw,  ^(x)                             ^^M 

high-tension,  173 

patellar  tendon,  368               ^^M 

increased  frequency  of,  171 

plantar,  370                      _^^^H 

infre(|uency  of»  172 

Reflexes,  368                          ^^^H 

intermittent,  172 

superficial,  369                  ^^^^^| 
Reichmann's  disease,  49            ^^H 

irregular  rhythm  of,  172 

low-tension,  174 

Relapsing  fever,  289                    ^H 

l»arado»c.  173 

Rennet,  Test  for.  3^                     ^H 

lardy,  183 
trigeminal,  172 

zymogen,  test  for,  23              ^H 

Respiration.  200                   ^^^^H 
Cheyne  Stokes,  lOI          ^^^^^B 

venous,  174 

water-hammer,  174,  183 

normal,  30 1                      ^^^^H 

Pulse-lem[»eralure  rati»j,  275 

Retardation  of  scns;itiuns,  371  ^H 

Pulsus  iiaradoxus.  173 

Retfocedent  gout,  347                  ^H 
Retropharyngeal  »Itsies&,  37        ^H 

tardus,  183 

Puncture,  Quincke's,  385 

lymphadenitis,  37                     ^H 

Pupil,  Argyll 'Rotx-ftson,  377,  387,417 

Reiropulsitjn  in  paral>'sis  agitans,  45I 

Pupils,  inequality  of,  377 

Rheum«iic  afifcctitins  of  niuujus  mem< 

^St 

Purpura  lun>urrhiigica,  360 

bfane*.  345 
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Rheumatism,  muscular,  344 

other  manifestations  of,  344 
Rheumatoid  arthritis,  350 
Rhinitis,  acute,  215 

chronic,  216 
Rhus  diversiloba,  502 

toxicodendron,  502 

venenata,  502 
Rhus-poisoning,  502 
Rickets,  352 
Ringworm,  534 

of  body,  535 
Risus  sardonicus,  335 
Roberts's  test  for  albumin  in  urine, 

127 
Rodent  ulcer,  531 
Romberg's  symptom,  417 
Rose-cold,  236 
Roseola,  epidemic,  308 
Rotheln,  308 
Round-worms,  85 
RuMla,  308 

morbilliform,  308 

scarlatiniforme,  308 
Rubeola,  305 
Rumination,  25 
Rupia,  529 

Sacculated  pleurisy,  266 
Salaam  convulsions,  366 
Saltatory  spasm,  366 
Sarcoma  of  brain,  397 
Saturnism,  464 
Scabies,  538 
Scalds,  503 
Scales,  478 
Scarlatina,  301 
Scarlet  fever,  301 
anginoid,  303 
malignant,  303 
Sciatica,  426 
Sclerema,  520 
Scleriasis,  520 
Sclertxlerma,  518 
Sclerosis,  amyotrophic  lateral,  414 

anterolateral,  413 

disseminated  cerebrospinal,  420 

insular,  420 

lateral,  413 

multiple,  420 

posterior  spinal,  416 


Scorbutus,  358 

Scriveners'  palsy,  453 

Scrotum,  lymph-,  521 

Scurvy,  358 

Seat-worm,  86 

Sebaceous  glands,  functional  diseases 

of,  482 
Seborrhea,  482 
Selx>rrheal  eczema,  483 
Seborrhoca  congest  iva,  524 

oleosa,  483 

sicca,  482 
Sensation,  disturbances  of,  370 

girdle,  372 

retardation  of,  ^72 
Septicemia,  typhojd,  280 
Serofibrinous  pleurisy,  266 
Serous  membranes,  rheumatic  affec- 
tions of,  345 
Shaking  palsy,  451 
Shingles,  490 
Ship  fever,  287 
Sick-headache,  450 
Sickness,  falling,  435 
Singultus,  25 

Skin    and   ap{)endages,  diseases    of, 
466 

blueness  of,  467 

cancer,  531 

color  of,  466 

in  Addison's  disease,  466 

glossy,  424,  467,  509 

gray  discoloration  of,  465 

hardness  of,  467 

induration  of,  467 

inflammation  of,  471 

inflammatory  diseases  of,  486 

trophic  affections  of,  375 

yellowness  of,  466 
Skoda's  resonance,  267 
Smalli>ox,  308 

confluent,  310 

discrete,  309 

malignant,  311 
Smell,  sense  of,  acutcness  of,  199 
impairment  or  loss  of,  199 
perversions  of,  199 
5k)mnambulism,  376 
Sore  throat,  acute,  35 
Southcy's  tulx-'s,  135 
S[)ace,  sense  of,  372 


^^^^^^^H           tem|>orary,  of  arm  cjf  Irg,  366 

Stomadi,  absoqjiive  power  of,  ^^1 

^^^^^^^^^        Spastir  gait,  368 

atony  of.  45                     _^^^| 

^^^^^r                   parah  sis  of  infants,  387 

^^^^H 

^^^^H                   para]>lcgia,  primary,  413 

dilatation  of,  58              ^^^^^H 

^^^^^B                Sphy^mogram  of  dicruUc  pulse,  rj^ 

innior  insufficiency  of,  45      ^^^ 

^^^^^H                    of  trigrmiruil  pui^*,  1  7,-4 

power  of^  24                        ^^H 

^^^^^B                 Spinal  nyrt\,  ilisoas(*&  of,  380 

neuralgia  of,  50                      ^^H 

^^^^H                   lq)iomening)ns,  403 

round  ulcer  of,  $2                  ^^M 

^^^^^H                    mcnini^tis,  403 

ulcer  uf,  perforating,  52         ^^M 

^^^^^H                    muscular  atrophy,  chronic,  411 

Strmialitis,  2H                              ^H 

^^^^H                    paihMiieningius,  chronic,  404* 

ajjhthous,  28                           ^H 

^^^^^H                    paralysis,  atrophic^  4og 

catarrhal  or  simple,  iH           ^^M 

^^^^^H                 Spirillum  fcs'cr,  jSg 

follicular  or  vesicular,  28       ^^M 

^^^^^H                Splenic  anemia,  160 

gangrenou5i.  30                       ^H 

^^^^^H                SplenomegaJic  polyrythfmia,  chninic, 

mercurial,  31                     ^^^^M 

^^^H                             '^l 

]anisJtic,  29                     ^^^^H 

^^^^H               Splenomegaly,  r6o 

uJcerative,  29                    ^^^^H 

^^^^H                Spotted  fever,  jgi 

Siools,  2fi                                 ^^^B 

^^^^^H                Sputum,  Charcot'Leycicn  cry&taU  in, 

varieties  of,  26                        ^^H 

^^^^H 

Strawl)erry  tongue,  302              ^^f 

^^^^H                   cn>staLs  of  fatly  acids  in,  204 

Stricture  cif  Ijtiwel,  83                 ^^M 

^^^^H                        of  hcmatoirJin         704 

St.  Vitus's  dance,  444                 ^^H 

^^^^H                     currant -jelly, 

Succussion -splash,  214                ^^^ 

^^^^^H                     Curschniann'^  spirals  in,  203 

Sudamrn,  482                               ^^M 

^^^^H 

Suni5troke,  460                             ^^ 

^^^^H                    mil  rostopy  of,  203 

Su|x*racidiiy  of  pistric  contents,  4S  ) 

^^^^^H                     mucoid,  203 

Superficial  vrins,  enlargement  of,  46J| 

^^^^^B                    niucopurulenl,  202 

Supjiuralivc  ent^phalilis,  400             J 

^^^^^H 

Swi^at,  defn  lency  of,  4H0              ^^J 

^^^^1                    prunc'juice, 

excess  uf.  480'                            ^H 

^^^^H                   purulent,  sos 

Sw  eat-glands,  diseases  of,  4S0   ^H 

^^^^H                   reddish-brown,  203 

Swimming  in  head,  433               ^^M 

^^^^^H                              303 

Sycosis,  512                             ^^^H 

^^^^^H                    tuhercle  iKictlli  in,  204 

parasitica.  536                  ^^^^H 

^^^^^^                    with  fibrous  shreds,  205 

Sydenham  'j^gJuMM^^x^g^^^^^H 
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Syphiloderm,  macular,  527 

papular,  527 

papulosciuamous,  528 

pustular,  529 

tuberculous,  528 
Syringomyelia,  421 

Tabes  dorsalis,  416 
Tich^  c^rdbrale,  381 
Tachycardia,  171 
Tjenia  echinococc  us,  85 

mcdiocanellata,  84 

saginata,  84 

sodium,  84 
Taj)c-worms,  84 
Teeth,  17 

Hutchinson's,  17 
Telungiettasis,  521 
Temi>eralure,  subnormal,  278 
Tertian  fever,  295 

parasite,  295 
Test-breakfast  of  Kwald  and  Boas,  21 
Tetanic  convulsions,  365 
Tetanilla,  454 
Tetanus,  335 

intermittent,  454 
Tetanv,  451 

Tetter,  497 
Thermic  fever,  460 
Thermo-anestbesia,  371 
Thoma-Zeiss  hemoc)'tometer,  147 
Thomscn's  disease,  454 
Thoracic  aneurvsm,  195 
Thrill,  168 
Throat,  sore,  35 
Thromlxjsis,  cerebral,  39$ 
Thrush,  29 
Tic  douloureux,  447 
Tinea  circinata,  535 

favosa,  537 

sycosis,  536 

tonsurans,  534 

trichophytina,  534 

versicolor,  534 
Tinnitus  aurium,  378 
Titul>ation,  368 
Tongue,  17  ' 

discoloration  of,  18 

fissures  on,  19 

fur  on,  17 

scars  on,  19 


Tongue,  strawberry,  18,  302 

tremor  of,  18 
Tonsillitis,  acute,  31 
Tonsils,  hypertrophy  of,  34 
Tophi,  346 
Tormina,  65 
Torticollis,  344,  366 
Toxemic  headache,  430 

jaundice,  94 
Tracheal  tug,  195 
Trance,  376 

Traube's  semilunar  space,  209 
Traumatic  dermatitis,  502 
Tremor  of  eyeball,  377 

volitional,  420 
Tremors,  36; 
Trichina  spiralis,  87 
Trichiniasis,  87 
Trichinosis,  87 

Tricuspid  valve,  diseases  of,  186 
Trifacial  neuralgia,  447 
Trismus,  335 

Trommer's  test  for  sugar  in  urine,  1 24 
Trophic  affections  of  hair  and  nails, 

375 
of  skin,  375 
disorders,  456 
Tube-casts,  123 
Tubercle  bacilli  in  sputum,  204 
Tubercles,  476 

Tulx-Tculosis,  acute  general,  327 
miliary,  327 
of  kidney,  144 
pulmonary,  257 
Tuberculous  syphiloderm,  528 
Tumor  of  lx>\vel,  83 

of  brain,  396 
Tvlosis,  516 
Typhilitis,  78 
Typhoid  fever,  279 
alx)rtivc,  283 
in  children,  283 
mild,  283 
walking,  283 
septicemia,  280 
Typhus  a>>dominalis,  279.     See  also 
Typhoid  fever. 
fever,  287 
Tyrosinuria,  120 

Ulcer  of  stomach,  round,  52 
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^^^_         VkcT,  |>cptic,  53 

Vsilvular  diseases  of  heart,  tSi          H 

^^H            perforating,  of  foot,  374,  480 

Valvulitis,  17^                                        ^| 

^^^m                of  stumach,  52 

Varicella,  314                                        H 

^V                  rtxieni,  529 

gangrsenosat  315                                 H 

^m              Ulceration  from  perverted  nutrition, 

Variola,  308.     See  also  SmnUpo^.       fl 

■                         ^74 

Varioloid,  311 

H               Ulcers,  479 

Veins,  superficial » enlargement  of,  46S 

^B               Uncinaria  du»Klcnalis»  Hf) 

Venereal  wart,  518                                 H 

^m                   Amcriiana,  86 

Verruca,  518                                          ^| 

^M              Unilateral  atrophy  of  face,  458 

acuminata,  518                        ^^^^^ 

^m              Urates,  120 

digitat.i,  51S                              ^^^H 

■               Urea,  118 

filiformis,  518                           ^^^H 

^K                 dimlnishcit,  119 

518                                  ^^^H 

^m                   incrcasLfi.  119 

\ertigo,  433                                   ^^H 

^1               Uremia,  13,3 

^^H 

^H               Uric  acid  diathesis,  547 

essential,  434                            ^^^| 

■               Urine.  ii8 

labyrinthine,  434  ^^^^ 
Vesicles,  472                                   ^^^| 

^■^                  acetone  in,  127 

^^^^—           albnmin  in,  126 

Vitiligo,  508                                  ^^H 

^^^H           bilr-pignient  in,  129 

Vitiligotdea,  524                           ^^^H 

^^^H          blood  in,  137 

Voice,  loss  <if,  200                        ^^^H 

^^^H          chlorids  in,  121 

\'olitionat  tremor,  420                  ^^^H 

^^^H           chyle         iig 

Wilvulus,  82                                   ^^^^1 

^^^^H           diaretic  acid  in,  127 

\'omit,  black,  326                         ^^^^| 

^^^H          bematoporph>Tin  tn,  124 

\^)eties        20                         ^^^1 

^^^H          hemoglobin  in,  13S 

Vomiting,  20                               ^^^H 

^^^^H                              1 28 

^^^^H 

^^^1 

^^^^H          oxalate  of  lime  in,  122 

venereal,  518                              ^^^^| 

^^^^H          oxj'butync  acid  in,  127 

Water  on  brain,  384                    ^^^H 

^^^^B          phosphates  in,  126 

Water     hanuner  pulse,  174,  i8j       V 

^^^H              pus           13Q 

Wen.  485                                                 ■ 

^^^H          sugar 

Wcstphai's  contraction,  370                ^| 

^^^H          suppression  of,  118 

Wheals,  477                                           ^| 

^^^H          lube-casts  in,  123 

Whiteness  of  skin,  4^6                 ^^^^ 

^^^H                              120 

Wliooping -cough,  329                    |^^^| 

^^^H          urates  in,  120 

Word -blindness,  402                     ^^^^| 

^^^H          urea 

Word -deafness,  40  j                     ^^^H 

^^^V          uric  acid  in,  119 

Wrist-drop,  465                             ^^^H 

^                  urobilin  in,  124 

Writers*  cramp.  453                   ^^^H 

^H               Urobilinuria,  124 

Wry-neck,  344.  3fift                    ^^H 

■               Urticaria,  4SS 

■                  giant,  4SS 
^^^B           farmorrhagic^  4S8 

Xaktbiilasila,  524                   ^^^H 

Xanthoma,  524                            ^^^H 

^^B         papulosa.  483 

planum,  524                                ^^^^| 

^^^H         pigmentosa,  489 
^^H          luberosa,  4S8 

tuberosum,  324                        ^^^H 

^^^y 

YiXLOW  frvrr,  335  ^^H 
Yellowness  of  skin,  466              ^^^H 

^^^       VArrJNATio.v^  313 

■              Vacdnia,  313 

^B             Vafftbondismus,  467 

Zona,  490                              ^^| 
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proved  of  value  by  the  author  himself.  Normal  phyMcal  signs  are  explained 
in  detail  in  order  to  aid  the  diagnostician  in  determining  the  abnormnl.  Both 
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utility  of  certain  instrumenlnl  means  of  research.  The  230  original  illustra- 
tions ore  artistic  as  well  as  practical. 


SAUNDERS'   BOO/CS   ON 


Sahli's  Diagnostic  Methods 

Cditort :  F.  P.  Kinnicutt.  M.  D..  &nd  N.  Bowditch  Potter,  M.  D. 


A  Treatise  on  Diagnostic  Methods  of  Examination.  By 
Prof.  Dr.  H.  Sahli,  of  l^ni.  Mited,  with  additions,  by  Fran- 
cis P.  KiNNicuTT,  M-  D.,  Professor  of  Clinical  Medicine,  Colum- 
bia University,  N.  V-  ;  and  Nath*l  B^iwditch  Poiter,  M  D.^ 
Visiting  Physician  to  the  City  and  French  Hospitals,  N,  Y. 
Octavo  of  1008  pages,  profusely  ilJustrated.  Cloth,  ^6.50  net; 
Haif  Morocco,  ^S.oo  net. 

RECENTLY    ISSUED 

L«wellyi  r.  Barker.  M.  D. 

pro/ttsi'r  0/  Mfdii.-inf,_foknt  Hfpkin*  (■''mhttrtitjt 
**  I  am  delighted  with  it,  »nd  it  will  b«  a  pk^sare  lo  rrcommend  it  to  dot  vludcnU  in 
<hc  Johnt  Hnpiiirts  Metlicat  School." 


Friedenwald  and  Ruhrah 
on  Diet 


Diet  in  Health  and  Disease.  I?y  Julius  Friedenwald^ 
M.  I*.,  Clinical  Professor  of  Diseases  of  the  Stomath,  and  JoHN 
Ruhrah,  M.  D-,  Clinical  Professor  of  Diseases  of  Children,  Col- 
lege  of  Physicians  and  Surgeons,  Baltimore.  Octavo  of  728 
pages.     Cloth,  I4.00  net. 

RECENTLY  ISSUCI>— NEW  i2cl)  EDITION 

This  work  contains  a  complete  account  of  food  stuffs,  iheir  usesi.  and 
cfartnical  composilion.  DirteiJC  nia«»jiem*?nt  in  all  discrasetii  ••«  which  diH 
p!»ys  a  part  in  rrcalmenl  \s  carrfully  considci^d,  the  nrtlcles  on  diet  tndiscnM^ 
of  the  digestive  organ!^  containing  numerous  diri-ltMs  and  eaplicli  ht^irui  lions 
for  administralion.  The  feeding!  of  infants  and  chtldrcn,  of  paltenLs  before 
and  after  anesthesia  and  surgical  operations,  are  ail  taken  up  in  detail 

Geor^  Dock,  M*  D., 

Atithi£um,  Anm  Ar^r. 
"  It  4vefn»  to  me  that  you  have  prepared  rbc  idcmt  irfthiahk  work  ci^  the  kind  mo*  •taO' 
able.     1  am  especially  K^ad  lo  »ee  the  long  list  of  aiMllyMa  of  dilTeretit  klod*  of  food/' 


THE  r/CAi  71CE  OF  MEDICIXE. 


GCT 
THE  EEST 


American 
Illustrated  Dictionary 

Recently  Isiued— New   (4th)  Edition 


THE  NEW 
STANDAR0 


The  American  Illustrated  Medical  Dictionary.  A  new 
and  complete  dictionary  of  the  terms  used  in  Medicine,  Surgery^ 
l>?ntistrv.  Pharmacy,  t'hemtstry,  and  kindred  branches;  with 
over  100  new  and  elat>orate  tables  and  nianv  handsome  illustra- 
tions. By  W.  A.  Newman  Dorland,  M.  I)  ,  KUitor  of  '^The 
American  Potket  Mediral  Dii  ttonary."  I-arge  Of.tavo,  over  S50 
pages,  bound  in  full  Htxible  leather.  Price,  J4. 50  net;  with 
thumb  indexi  I5.00  net, 

WITH  2000  NEW  TERMS 

The  immediate  success  of  this  work  is  due  to  the  5j>ecift!  rentures  ihit 
distiiij^uish  1 1  from  olher  ImmjIjs  of  its  kind.  It  gives  a  maiiroum  of  matter 
in  a  minimum  space  and  at  the  lowest  jxissible  cost.  Though  i«  is  practi- 
cally uniibridged,  yel  by  the  use  of  thin  bible  paper  and  flexible  morocco 
binding  it  i^  only  1I4  inches  thick.  In  this  new  edition  the  book  has 
been  thoroughly  revised. 

HoWftfd  A.  Kelly »  M,D*»  Frofeni^fr  of  Gynecology ,  Johns  Hofkins.  Baltimore. 

*  Dr.  Dorland*  dictionary  is  uimirablc.  It  is  so  well  gotten  up  and  of  such 
convenient  sj«.     No  errors  have  been  found  in  my  use  of  it." 


Goepp's 
State  Board  Questions 

State  Board  Questions  and  Answers.     By  R.  Max  Goepp, 

M.  D.,  Professor  uf  Clinical    Medicine,  Philadelphia  Polyclinic. 

Octavo  of  684  pages.  Cloth,  J4.00  net. 

JUST  READY 

Dr.  (ioepp  hns  tiicn  great  p«ins  to  collect  die  mnny  tjucstions  asked  in  the 
iHt^l  by  Ikaids  of  the  vnious  States  an<l  has  armnged  and  ebs^lHeil  them 
utider  subjects  iti  such  \  manner  that  ihe  pffjsptHlive  applicant  can  acquire  the 
knowledge  on  any  biatich  wuh  the  least  difficulty. 


SAUA'DERS'   BOO  AS    O.V 


Pusey  and  Caldwell  on 

X*Rays  in 

Therapeutics  and  Diagnosis 


The  Practical  Application  of  the  Rontgen  Rays  in 
Thera|>eutics  and  Diagnosis.  By  William  Allen  Pusev, 
A.  M.,  M.  D.,  Professor  of  Ltemiatology  in  the  University  of 
Illinois  ;   and   Eugene   W,  Caldwell»  B.  S.,  Director  of  the 

Edward  N.  Gibbs  X-Ray  Memorial  laboratory  of  the  Univer- 
sity and  Bellcviie  Hospital  Medical  College,  New  York.  Hand- 
^soJlle  octavo  volume  of  625  |>ages,  with  200  illustrations,  nearly 
all  clinicaL     Cloth,  $5.00  net ;  Sheep  or  H.  Morocco,  ^6.50  net. 


RECENTLY   ISSUED— NEW    (2d)    EDITION,  ENLARGED 
TWO  LARGE   EDITIONS  IN  ONE  YEAR 


Two  large  editioQS  of  tliis  work  within  a  year  testify  to  its  prmcliail  value 
to  both  the  specialist  and  general  practitioner.  Throughout  the  work  it  haft 
be?n  the  aim  of  the  authors  lo  elucidate  (he  practical  aspects  of  the  subject^' 
and  to  this  cod  the  text  has  been  bciutifully  illustrated  with  clinical  pict- 
ares.  Details  are  aIso  given  regarding  the  use  acd  management  of  the  appt* 
ratus  necessary  for  X-ray  work,  illustraiing  the  descriptions  with  iostmctiTt 
photographs  and  drawings. 

British  Journal  of  Dermatology 

"  Thr  inc'ft  complete  and  up-to*d&te  contribution  on  the   vobject  of  th«   tbeni 
mction  of  ih«  Rontgen  r»y»  which  ha*  bceo  pablished  iti  TLbgVuh." 

Boston  Medic&l  and  Surgical  Jotimai 

"  Ic  it  indi*p«Duble  lo  ibo»c  wbu  um  the  X-rayt  ft»  »  thernpentic  ngem  ,  and  ita  illi» 
irmtion*  w  *o  numeruua  .  .   ,  that  it  becomes  vcJuahU  to  every  oite." 


THE    PRACTICE   OF  MEDICINE. 


Boston's 
Clinical  Diagnosis 


Clinical   Diagnosis.       By  L.  Napoleon  Boston,    M.  D, 

Adjunct    Professor   of    Medicine,    Medico-Chirurgica!    College, 
Phila.    Octavo  of  56  ^  l>ages,  330  illustrations.     Cloth,  ^4,00  net. 

RECENTLY  ISSUED— NEW  I2d)  EDITION 
TWO  EDITIONS   IN  ONE  YEAR 

Dr.  Boston  bci<?  presents  n  practical  manual  of  the  clir>jc»l  and  luboratory 
examlnalioas  which  furnish  a  ^jde  lo  correct  diagnosis,  g^ivtiig  only  such 
methods,  however,  which  can  be  carried  out  by  the  busy  practitioner  in  his 
office  as  well  as  by  the  sludent  in  ihe  laboratory. 

Bolt  on  Medic&l  &nd  Stir^k&l  Journal 

"  lie  ha&  priHliicrd  »  %urk  whlcli  may  Ik-  rega.rd?il  cmineDlly  as  a  pruclical  »nd  service^ 
able  guide.  .  .  .  The  illuil rations  are  butti  numeroui  and  i^ood.  ' 


Rolleston   on  the  Liver 


Diseases  of   the   Liver,  Gall-bladder,  and   Bile-ducts. 

By  H.  D-  Rolleston,  M.  D.  (Cantab.),  F.  R.  C.  P.,  Physician  to 
St.  George's  Hospital,  London,  England-  Octavo  of  794  pages, 
fully  illustrated,  including  a  number  in  colors.     Cloth,  |6.oo  net. 

RECENTLY  ISSUED 

This  is  ihc  most  voluminous  work  on  this  subject  in  English,  and  written 
by  an  author  who  haii  Jevuied  many  years  lo  thia  specially  is  authontutive 
and  complete.     The  illubtratinns  arc  uiiu!»ually  excellent,  aud  indude  * 
ber  of  colored  insert  ptates  of  great  merit. 

Medical  Record,  New  York 


"  the  mo»t  ciKtt-nwve  ireattvc  on  diacaies  of  the  liver  yet  publi»bed  in  EiiKHah.   .  .  .  li 
cvflecu  Ko  uouvual  dc|(T*c  oi  ckpericoce  tn  a  difficult  but  biKbly  important  branch  of  ttady." 


SAUXDERS'     BOOKS    ON 


» 


BEST  IN 
EXISTCNCi: 


AMERICAN    EDITION 

NOTHNAGEL'S  PRACTICE 

INDfcK    THE    tlHiuKlAL    S»L  t'tK\  ISKl.N    UV 

ALFRED    STENGEL.    M.D. 

VtdkstKU  of  Clinicai   Medicine  in  the   University  of    Pentisylvania  ;  Visiting 
Physician  tu  ihe  I'tnii-^ylvaiiia  HospitAl. 

It  is  universally  acknowledged  thai  tlie  Germans  lead  the  world  m  Internal 
Medidne,  and  of  all  the  German  works  on  this  subject.  Noihnagers  "  Spcci- 
elle  fiithologie  und  Thenipie'"  is  conceded  by  K:ho]ars>  1o  be  without  quesuon 
the  best  Practice  of  Medicine  in  existence.  So 
necessary  is  this  bofjk  in  the  study  of  Internal  Medi- 
cine that  it  comes  largely  to  this  country  in  the  orig* 
inal  Giemian,  In  view  of  these  fncts.  Mesrs.  W.  B. 
Saunders  Conijiany  arranRed  with  the  publishers 
of  the  German  edition  to  issue  an  authorized  Ameri- 
can edition  <it  diis  great  It.ictice  of  Medicine. 

The  work  has  been  issued  in  twelve  volumes,  and  those  subjects  seli^ted 
llial  are  of  f)»e  yrintrvt  (niportarKc  to  llie  physician  engaged  in  general  pmcttce. 
In  Irtct.  these  volumes  contain  the  real  t-ssence  of 
ihe  entire  work,  so  that  the  purchrtser  obtains  at 
hss  than  hiilf  the  cost  the  cream  of  the  original. 
This  work  in  a  Practice  of  Medicine  for  the  general 
pniciitioner. 

Tlie  work  has  been  translated   by  men  possessing 
thorough  knowledge  o(  both  English  and  German,  and  each  volume  has  tx-en 
edited  by  a  prominent  specialist.     It  hns  thus  been  brought  thoroughly  up  to 
date,  and  the  .American  edition  will  be  more  than  a  mere  transition ,  for^  in 
addition  to  the  mailer  roniatned  in  the  original,  it 
represents    the    %ery^    latest    views   of    the   leading;] 
American  and  English  s|^*:ci.ii lists  in  the  various  de-< 
pnrtments    of    Internal    Medicine.      Morreovcr,   as 
each   vnlunte    has  been   revised   to  the  date  of  its 
pubhcation    by  the   eminent  editor,    thr      '  ■     *•   n 
that  has  heretofore  evicted  to  tr*Mrises  published  m  n  number  of  v. 
been  obviated,  since  the  snbscril>er  receives  the  completed  work  whiN  r 

volumes  arc  still  fresh.  The  American  publication  of  the  entire  work  th  under 
the  editorial  supervision  of  Dr,  ALFRED  SrEsr.EL.  who  has  selected  the  sub- 
jects for  the  American  Edition,  and  has  chosen  the 
editors  of  the  different  volumes. 

The  usual  mrthijd  of  publishers  when  issuing  ■ 
publication  of  this  kind  has  been  to  require  physi- 
cians to  take  the  entire  work.  This  seems  to  us  in 
many  cases  to  be  undesirable.  Tht-refore,  in  pur- 
chasing iliis  I'r.xctice  physicians  are  given  the  opportunity  f>f  subscribing  for 
it  in  entirety  ■  but  any  single  volume  or  any  numl»er  of  volumes,  e^tb  complefe 
in  itself,  m.3y  be  obtained  by  tho^  who  do  not  desire  the  complete  series.  This 
latter  method  offers  to  the  pwrch.iser  many  advantiiges  which  will  l»e  appreciated 
by  those  who  do  not  cnic  fr.  subscribe  for  the  entire-  work  :il  one  time. 


FOR    THE 
PRACTITIONER 


PROMINENT 
SPECIALISTS 


VOLUMES   SOLD 
SEPARATELY 


SEE    NEXT  TWO   PAGES   EOR   LIST 


THE    PK ACTIVE    OF    AfED/CIXF 


AMERICAN   EDITION 


Nothnagers  Practice 


WORK  NOW  COMPLETE 


Per  Volume :  Cloth,  I5.OO  net 
Hftif  Morocco,  16.00  net 


Typhoid  and  Typhus  Fevers 

By  Dk.  li.  CtiKbriiMANN,  of  Leipsic.  The  entire  volume  edited,  with 
addilions,  by  WM-  O-vi  i.r,  M  r>,»  F-  R.  C,  P,,  Rejrius  Professor  of  Medi- 
cine^ Oxford  Uiiiversily,  Oxford.  England.  Octavo*  646  pages  ill"*** 
t riled. 

Smallpox  (including  Vaccination ^  Varicella,  Cholera^ 
Erysipelas,  PertussiSt  and  tlay  Fever 

By  Dr.  H.  Immkrmann,  of  baste;  fJR.  Th,  vmn  Jlrcenskn,  of 
Tilbingen  ;  Dtt.  C.  Lujjkkmuster,  of  Tiibingen  ;  Dk.  H.  LenharTZ, 
of  Hambuiy;;  And  1>K,  G.  Stickkk,  of  Gies&en.  The  entire  volume 
edited,  with  addition^,  by  SjR  J.  W.  MooRK,  M.  1»  ,  F.  R,  C  P.  L, 
Professor  of  Ftaciice,  Royal  College  of  Surgeons,  Ireland.  Octavo,  683 
pages,  illustrated. 

Diphtheria,  Measles,  Scarlet  Fever,  and  Rothetn 

By  William  P,  Northrup,  M.  I>.,of  New  York,  and  Dr,  Th,  von 
jOR<iL!SSLN,  of  Tiibingen.  Tlie  entire  volume  edited,  witli  additions,  by 
William  P,  NoRrHHui'.  M,  D.,  J'rofesjkir  of  Pediatrics,  University  and 
Bellevue  Hos[iiLil  Medical  Gillcge,  N,  V*      Octavo,  672  |>age';,  illtis. 

Bronchi  and  Pleura;  Inflammations  of  the  Lun^s 

Uy  Dk.  K  a.  Hoffmann,  of  Leipsic  ;  1>k.  O.  Roslnjiach,  of  Herlin ; 
and  Dr.  F,  AUFRtCHr,  of  Magdeburg.  The  entire  volume  c<1jted,  with 
additions,  by  Jolts  H.  Mu.sseR,  M.  D..  Professor  of  Giujcal  Medicine, 
lloiversity  of  Penn^^ylvanU.     Octavo,  1029  pages,  dlusiraled. 

Diseases  of  the  Pancreas,  Suprarenals,  and  Liver 

By  Dr.  Oskk»  of  Vitoiia;  Dr.  K.  Nutssfr.  of  Vienna;  and  Drs. 
If.  iJuiNCKE  and  G.  lluPFF.-SEYLER,of  Kiel.  The  entire  volume  edited, 
with  additions,  by  Keginaid  H.  Fitz,  A'.  M.,  M.  D  ,  ITensey  Professor  of 
the  Theory  and  Practice  of  PliyMc.  Marvar«l  University ;  and  Frei^ERICK 
A,  Packard,  M.  fJ.,  Late  I'hysician  to  the  Pennsylvania  HospiitaU  Octavo, 
918  pai^es,  itUistratei- 

Dtseases  of  the  Stomach 

By  Dr.  F.  RlEr,FX,  of  Giessen.  Edited,  with  additions,  by  CiiARLES 
G.  Stockton,  M,  D.,  Professor  of  Medicine,  llniver^ity  of  Bu6!klo. 
Octavo  of  835  pages,  illusirnled. 

Second 

Diseases  of  the  Intestines  and  Peritoneum  Edition 

By  Dr  Ukrmann  N(n)i%"\<;Fi.,f»f  Vienna.  Ihe entire  v. •tume  edited, 
with  addilions.  by  II.  D  R«iLLKNn»N,  M.  D.  (Cantab.  V,  F.  R.  C  P., 
Physician  to  St.  George's  Hospiul,  London.  Octavo  of  iioo  pages. 
illustrated. 


s,4r.VBJ^/i^s'   BooA'<:  ox 


AMERICAN  EDITION 


Nothnagel's  Practice 


WORK  NOW  COMPLETE 


Per  Volume :  Cloth,  S5.OO  Del 
Half  Morocco.  f6.00  net 


Tuberculoits  and  Acute  General  Miliary  Tuberculosis 

By  r>k.  C.  CokNKl,  «.»f  liL-rltn,  Eililcd.  with  nd«lilionii,  by  WaLtf.R 
IS.  James,  M.  L>.,  I'rofcs-^jr  of  rraclke,  Columbia  University,  New  York. 
CJctavo  of  So*)  |»:«K;ts. 

Diseases  of   Blood   {'^rtemiat  Chloroiis,  Lettkfmia^  Puudohukemia) 

By  Dr.  i*.  I^JKLicH,  of  Frankfurt  on  the  Main  ;  Dk.  A.  Lazarus,  of 
Charlotlenborg  ;  Ur,  K,  von  N(X>R[*en»  of  tdtiikfort-on-lhc-Matn  ;  and 
Dr.  Fklix  PiNKts,  of  Herlin.  The  cniirc  volume  edited*  with  addiiioDS, 
by  Alfred  Stengkl^  M.  D.,  PTofes&<:ir  of  Clinical  Mcdidue,  Unirernly 
of  Pennsylvania.     (>ctavo  of  714  t>iiges.  illuslnit^. 

Malaria,  Influenza,  and  Dengue 

\lj  l>u.  J.  Mannaiur';,  of  V  ienna,  and  Ur.  O-  Lkicmtenstmiw,  of 
Cologne.  The  entire  volume  ediled,  with  additions,  bv  Ronali*  R«>SS» 
F.  R.  C.  S.  (Eng.),  F.  R.  S.,  University  of  Liverjiool  ;  J.  W.  W. 
Stkphens,  M.  D.,  D.  p.  11.,  University  of  Liverpool  ;  and  AlrrrT 
S.  Grunbal'M,  F.  R.  C.  P-,  University  of  L[verpo<jl,  Octavo  of  769 
pages,  illustrated. 

Kidneys,  Spleen,  and  Hemorrhagic  Diatheses 

Hy  Dr.  IL  SenatuR»  of  Berlin,  and  I>k,  M,  Litien, of  Ikrlin.  The 
entire  volume  edttcd,  with  addiliuns,by  Jamks  ll.  Hkrrici;,  M.  D..  Pro. 
fcssor  of  tile  Practice  of  Medicine,  Rush  Medical  College.  Octavo  of 
S15  pages,  illuslr:itcd. 

Diseases  of  the  Heart 

By  pRMF.  Dk.  Th.  von  JOrgensen,  of  TUbingen  ;  Pr«ik.  Dr.  L. 
Krehi^  of  Greifswald;  and  Prof.  Dr.  L.  von  S^^hrIVtter,  of 
Vienna.  The  entire  volume  edited,  with  additions,  by  riPORr^F.  Do«.K, 
M.  Ik,  Professor  of  Theory  and  Pmrtke  of  Mcditinc  and  Clinic^il 
Medicine,  University  of  .Michigan,  Ann  Arbor,  Cktavo  of  848  pages, 
fully  illustrated. 


SOME  PRESS  OPINIONS 


London  Lancet  (  Typkoid  volume) 

"  Wi?  w^lrritnt"  the  tranklation  into  Bn,{^|isk  of  ihif  cvrclWnt  practice  of  loedkhic. 
lint  volume  cnntaii>»  a  vn«t  Amoiinr  or  u*eful  infrirm*iion,  •nt}  ihe  rurlbcoaiinf  voliuaw 
fewaiied  with  interest." 

Journal  AmericAn  Medical  Aisociation  (  Tuhtrrm/oti^  vo/umr) 

"  Wt  know  of  no  single  treikii^r  cnVrriHif  tttr  »fil>jrc(  •o  itioruuf  hly  in  all  itt  a>pecia  as 
this  K<T«t  f.ermufi  work.  .  .  .  Il  14  unc  a(  the  mutt  rKhaiiBiire,  practkal.  and  wmmctatf 
mtH-kj  on  the  stibjrcl  <jf  tulKTvuSosis/" 

BACH  VOLUMB  COMPLETE  IN  ITSELF  AND  SOLO  SGPARATCLV 


MATERIA    AfEDiCA. 


It 


Stevens* 
Modern  Therapeutics 


A  Text-Book  of  Modern  Materia  Medica  and  Thera- 
peutics, By  A.  A.  Stevens,  A.  M.,  M.  D,,  Lecturer  on  Phy- 
sical Diagnosis  in  the  University  of  Pennsylvania,  Handsome 
octavo  of  670  pages,     Cloih,  $5.50  net, 

RECENTLY    ISSUED     NEW    4*^)   EDITION 
Adapted  to  the  New  1,190$^  Pharmacopeia 

Dr  Stevens,  by  his  exleiisive  teaching  experience*  has  ac«]iiirc*3  a  clciir, 
concise  diction  «hnl  adds  gTcatly  to  his  work'*  pre-eminence.  Mew  articles 
have  l»eeni  adde<i  on  Scopoknun,  Ethyl  Chlorid,  Iheocin,  Veronat,  and 
Radium,  besiles  much  new  inatler  In  the  seclitm  on  Ketdiotherapy.  The 
numerous  changes  in  name  1*1  strenjjih  of  various  drugs  and  prepaialiuns.  as 
called  for  by  the  new  Pliamncnpeia,  have  also  been  made.  I'he  work  in^ 
elude*  the  following  sections :  F^hy^ioloplc  Acrion  of  It  nigs;  Dru^s  j  Reme- 
dial Measures  other  than  [)rugs  ;  Ariplietl  Therapeutics;  Ini:<>n!j^Mitil  ility  in 
Prescriptions;  Table  of  looses;  Index  of  I'rugs;  »nd  Index  oi  Diieases ; 
the  treatmeDl  being  elucidated  by  m'Te  than  two  hundred  formulas. 

Univenity  Medical  Ma^8i2in« 

"  Tbr  uiithiir  ha^  htUlifiilly  v^^^cnlcd  moflern  iherapeuUci  in  m  comprrhcDsfve  work 
.  .  .  and  il  witl  Iw  found  a  rellaUle  giiide  ami  Milficicntly  roiApreheiuive  lor  the  plif  siclan 
in  practice." 


Camac's 
Epoch-Making    Contributions 

Bpoch-makiit£r  Contributions  to  iVledicine  and  Surgery. 
By  C.  N.  B.  Camac»  M.  D.,  of  New  York  City.  Octavo  of  450 
pages,  illustrated. 

|UST    READY 

Dr.  Camac  baa  collected  some  of  die  most  hnpoitant  epochal  articles  in 
medicine  and  surgery— articles  that  record  mnsterpiece-s  of  scientific  research 
— and  has  presented  them  in  the  orinina!.  together  with  si  portrut  and  a  brief 
biogniphic  sketch  of  ihc  discoverer.  An  autograph  letter  of  Sir  Joseph 
Lister  is  included. 
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SAf^VDERS'    BOOKS  ON 


Thornton's  Dose-Book 

Dose-Book  and  Manual  of  Prescription-Writing.  By 
E.  Q,  Thornton,  M.  D.,  Assistant  Professor  of  Materia  Medica, 
Jefferson  MediiaS  College,  Phila.  Post-octavo,  392  pages,  illus- 
trated.    Flexible  Leather,  ;f;2.oo  net. 

RECENTLY  ISSUED— NEW  (Jd)  EDITION 

Dr.  Thornttm,  in  makinij  (he  revision,  hfts  brouj^ht  his  book  in  accordance 
with  ihe  new  ( 1905  I  Pharmacopeia  Throughout  the  cnlirc  work  numerous 
references  have  hetn  inlroducc*!  in  the  text  to  ibe  newer  curative  sera,  organic 
extracts  synthetic  compounds,  and  vegetable  drugs. 

C.  H.  MiUfla*.  M.  D.. 

Prit/*st0r  a/  Fkarm,u-t>!agy,  No^yth-mritfrn  Vniv*'n>ty  MtMctti  Sck«ot,  Ckkn^. 

**  1  will  be  able  to  make  c*m*ulerahle  u»e  ^^i  ihal  part  <.tr  its  contenlt  trlniitiR  (u  ibt 
correct  terminotogy  >i  used  in  pmcripttoii  writitiff.  »Jtd  i(  will  afford  roc  nuch  pkaJMtre  co 
rccummend  the  book  to  my  cUuses,  who  often  fttil  to  Ittid  ibb  itifotttiii.tJon  m  their  other 
text -book*." 

Mathews'  How  to  Sticceed  in  Practice 

How  to  Succeed  in  the  Practice  of  Medicine.  By  Joseph 
M.  Mathkws,  M.  D.,  LL.  D.,  President  of  the  Atnerican  Medical 
Assotintion,  189S-99.  Octavo  of  215  pages,  illustrated.  Cloth, 
^1.50  net. 


Lusk  on   Nutrition 

Essentials  of  the  Science  of  Nutrition.    H\  (ikaham  Lusk, 
Ph.D.,  Professor  of  Physiolug)  in  the  I'niversiiyam!  Bellevue  Hos- 
pital Medical  College.     Octavo  of  326  pages.     Cloth,  $2.50  net. 
RECENTLY    ISSUED 

TbU  praciknl  work  ^ta\^  witli  the  subject  of  n-'lrilion  from  a  sctetiltrtc 
<itandpoint,  nnd  will  be  us>erul  lo  the  dietitian  as  well  us  to  the  |  h*  siciari. 

Le^ellyi  T.  B&rker.  M.D.. 

"  I  thall  rrcMntoiciid  it  highly      It  i»  a  cMnfon  tn  h^vr  «uch  «  dbciuMon  «f  ||m 


MATER f A   MEDICA. 


SoUmann's  Phannacolo^ 

Including  Therapeutics,  Materia  Medica.  Phafinacy, 
Preacription -writing.  Toxicology,  etc. 


A  Text-Book  of  Pharmacology.  By  1'ukald  Si^llmann, 
M,  D.,  Professor  of  Pharmacology  and  Materia  Medica,  Western 
Reserve  Univeisity,  Cleveland,  Ohio.  Octavo  of  1070  pages,  fully 
illustrated.     Cloth,  ^4.00  net ;   Half  Morocco,  15.50  net. 

RECENTLY  ISSUED— NEW  (2d)  EDITION 

This  work  has  been  entirely  reset  lo  confurm  with  the  new  (1905)  Phar- 
macopeia. The  author  bases  ihe  study  of  iherapeutic*  mi  u  *;ysleniatic  knowl- 
edge of  ihe  nature  and  properties  of  drugs,  and  thu.s  lirings  out  forcibly  the 
intimate  relation  between  pha'-macolo^'y  and  practical  medicine. 

J*  r.  Fotherui^am*  M.  D.» 

tritftxuir  iyf  ihitaf'tutmanJ  Tkttrf  »md  Praitkt  ^  Prticribing,  Trinity  Mtt 

"  The  work  certainly  occupies  ground  not  covered  in  wi  concise,  useful,  aud  tcicmific  t. 
ISAQtter  by  *»»y  other  text  I  have  read  on  the  subjects  emltraited." 

Butler's  Materia  Medica 

Therapeutics,  and  Pharmacology 


A  Text- Book  of  Materia  Medica,  Therapeutics,  and 
Pharmacology.  F^y  tit:i>Ri.K.  F.  Ik tlkr,  Ph.  G,,  M.  D.,  Pro- 
fessor and  Head  of  the  Department  of  Therajjeutics  and  Pro 
fessor  of  Preventive  and  Clinical  Medicine,  Chicago  College  of 
Medicine  and  Surgery,  Valfiaraiso  Ihiiversity.  Octavo,  702 
pages,  illustrated*     Cloth,  $4.00  net ;  Half  Morocco,  $5.50  net. 

JUST    ISSUED- NEW    (6th)    EDITION 

In  this  new  edition  the  chapters  on  Organo-thcrapy,  Seniin- therapy,  and 
cognate  subjects  have  beer»  eidarged  and  carefully  rcviicd.  An  important 
chapter  is  the  unc  devoted  lo  the  newer  theories  of  electrolytic  dis&ociatioii  and 

its  rijlafion  to  the  toptc  of  pharmacotherapy. 

Medical  Record,  New  York 

•■  NtHtiing  ba*  been  omitted  by  the  author  which,  iu  hi*  judgmenl,  wouid  add  to 
•onplctcneaa  of  ike  text." 


S.4rXD£/?S'    BOOKS    OJV 


Hatcher  and  Sollmann's 
Materia  Medica 

A  Text-Book  of  Materia  Medica:  Including  Laboratory 
Exercises  in  ibe  Hisiologic  iu\d  Chemic  Examinations  of  Drugs. 
For  Pharmacy  Students.  By  RoaKKT  H.  Hatcher,  Ph.G.,  M,  D., 
Instructor  in  Phannacology,  Cornell  University,  N.  Y. ;  and 
ToRAi.D  S<jr J.MANN,  M.  TX,  Assistant  Professor  of  Pharmacology 
and  Materia  Medica,  Western  Reserve  l^niversity,  Cleveland, 
C*hio.      iimoof  411  pages,  illustrated.    Flex*  leather,  $2.00  net. 

RECENTLY  ISSUED 

Joum&l  of  the  Americ&n  Medic&l  Auociation 

•  'I  Ir-  book  li  well  wriutJi,  iIjc  i.lasM<lcatiiin&  are  ^4)od.  «n4  the  book  i*  lo  be  reccMft 
aciuled  AS  A  prttctkal  guide  in  the  Ubocmtory  study  of  malefiii  mtdicm." 


Eichhorst*s  Practice 

A  Text- Book  of  the  Practice  of  Medicine.     By  Dr.  Her- 

MANN  EicHHOksT,  of  Zurich.  Translated  and  edited  by  A.  A. 
EsHNER,  M.  D.,  Professor  of  Clinical  Medicine,  T*hiladelphi3 
Polyclinic.  Two  octavos  of  600  pages  each,  with  150  ilhistra- 
tions.     Per  set :  Cloth,  $6.00  net ;  Half  Morocco,  ^8.50  net. 

Bulletin  of  Johns  Hopkins  Hospital 

"  Itv  rnininJrti-nr**,  yet  hnrvity,  the  rlinir.-kl  mrtbiT<l*t  tbe  eXLe1Ii!nt  pftntgraphi  i-.n  lre*k 
Sient  tnd  x^atcrintjr-places  will  tnake  it  verx  .1    -i.  i  .i.  ,' 


Bridge  on  Tuberculosis 

Tuberculosis.  By  Norman  liKiTHiK,  A.M.,  M.D.,  Emeritus 
Professor  of  Medicine  in  Rush  Medical  College,  Chicago,  Hand- 
some lamo  of  302  pages,  illustrated.     Cloth,  |!i.5o  net. 


MATERIA   MEDIC  A   AND    THEHAPEUfJCS 


IS 


The  American  Pocket  Medical  Dictionary^ 

Fifth  Edition,  Revised— Recently  luued 

The  Amkkh  an  iVMKkT  Mei<ic.m.  1>h  i  iitNARV.  Edited  by  W. 
A.  Newman  1Juklanij»  M,  D..  AssisUnt  Ulisttirician  k>  the  Hos^.ital  of 
the  UniverYiiiy  of  l*cnnsylvaiiia.  Coniainin^  ihe  j»ioiiuiicialiMti  ami  d«ffi- 
niiiion  of  the  princi|>fvl  wonJs  used  in  medicine  and  kindred  sciencesi 
with  64  extensive  laljks.  Flexible  leuUier,  with  gold  edges,  $1.00  net j 
with  ihuinb  iudex»  $1.^5  net. 

Vlerordt's  Medical  Diagnosis.    Fourth  Edition.  R«vi»ed 

Medical  Diagnosis.  By  Dr.  (Nwalij  VitkuKM,  i'rofcssor  of 
Medicine,  University  of  Heidelberg.  '1  raus.l;4cd  from  the  tillh  enlarged 
Genn:M:i  ediii«»n  by  FRANCIS  H.  Sir  ART*  A.M.,  M.ti,  Octavo,  603 
pages,  104  wood  cuts*  Cloth,  ^4.00  net ;  Sheep  or  Half  Morocct),  $550 
nei. 

Cohen  and   Eshner*S    Diagnosis.     Second  Revised  Edition 

PJssitNTiALS  nr  DiA<^N(j*.iS.  By  S.  SoLis-CoiiEN,  M.  D.,  Senior 
A^!^istant  Professor  of  Clinical  Medicine,  Jefferson  Medicnl  College, 
Phila. ;  and  A.  A.  Eshnkr,  M.  D.,  I'rwfe&sor  of  Clinical  Medicine,  Phila- 
delphia l*olyclinic.  rost-oclavo,  3S2  pnges;  55  llluslrau'uns-  Cloth, 
Si  00  net.      ///   SttanJ  I }'    Qimsh'ou-Ciifnr'jthf  SiHis. 

Moms'  Materia  Medica  and  Therapeutics. 

Recently  Ustied  -New  17th]  Edition 

ESSKNTIAI.S  OF  M'MKKIA  MlTdC.^,  Tl  I  EKAPKtTlCS.  AND  PRESCRIP- 
TION WrITIN*^.  Bv  Henkv  Mmkkis.  M.D.  Revised  by  W.  A  BaS- 
TRnn,  M.  D,,  Trjstruclor  in  Materia  Medica  and  Pharmacology,  Columbia 

Utinx-rsily.     12mo,  30  >  v>agc-.      CImUi,  5i,oo  net    Sauudfri   d^mpinds, 

Williams'  Practice  of  Medicine  Recently  issued 

E^SENTIAIS  yy?  THE  PRAmCE  OK  Ml  UK  1NF..  By  W.  K  Wil.tlAMS, 
M.  D.,  formerly  Lecturer  on  Hygiene  iind  Instructor  in  Medicine, Cornell 
University,  N.  Y.  i2mo  of  460  pag^s.  Double  number,  >i.75  net.  In 
Saundrr?  Qufstwn-Compmd  Stri/s. 

Qarton  and  Wells'  Thesaurus 

A  TitFSAiJRUs  MF  Mr;i'i>-\i  W^ros  AND  PHRA.srs.  By  WlLFSFD  M. 
Barton.  M.  fi  ,  AsMstant  to  Prnfe^sor  of  Materia  Medica  and  'Ihera- 
peulics,  and  Wamku  A.  \Vt  I  Ls,  M.  \k,  DtmMnMraior  of  Laryngology, 
fjeorgetown  Umvcrsily,  \Va«.hington»  I).  C.  I2<no  ol  534  pages.  Flex* 
ibie  leather,  52.50  net;   with  thumb  index,  $3.00  net. 

Stoney's  Materia  Medica  for  Nurses        New  ^rVi  Edition 

Mati  kiA  Mtrni  A  f«»r  Niirses.  By  Emily  M.  A.  SniNtv,  xSuper 
intcndent  of  the  1  raining  ScIrmjI  for  Nurses  at  the  Carney  Hospital, 
South    Bf>ston,  Mass.      Fland.-vome  ocravo  volume  of  306  pp.    St  50  net. 

^Srafatrom-,  Mechano-Therapy        seco^rR.'X'dElo„ 

A  Tex  I  Book  ok  MFCHANo-TllERArv  (Ma.ssage  and  Meilical  tiytn- 
nasties).  By  AxKl.  V.  GkAliTRoM,  B.  St.,  M.  D  ,  Aitcnding  Hiysiciaft 
to  the  < lustavns  /\dolt»hus  Orphanage,  Jarucstowti,  N.  Y.  l2mo  of  200 
pages,  illustrated.     Clolh,  I1.25  neU 
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SJCjVD£/^S'    boo  as    OA'   practice.  Etc. 


Recently  U»ued 
New  {M\)  Edition 

Pi>CKiiT  Mklucal  Furmitlakv.  By  Wjluam  M. 
D.  Coiitniniiig  iSji  formulas  from  the  hesi^known 
In    dexible    tt:atlitT,    with    side   index,    wallcu   and 


Saynders*   Pocket  rorit^ulary 


Saushers' 
PowFt.i.,    M. 
aulhonlieb. 
*i.7S  net. 


own  J 

•4 


Jakob  and  £ihner*s  Internal  Medicine  and  Diagnosis 

Atlas  and  EiiTt*ME  of  Imernal  Mujicine  and  Climcal  Diag- 
nosis, by  Dh.  Chr,  Jakuh,  of  Erlangeii,  Kdiied,  with  additions,  by 
A.  A.  EsHNK-R,  M»  D,  182  colored  fignres  on  68  plates  ^  tejtl  cut*, 
259  page&  of  lext.     Clolh*  ij  60  net.      /n  SautiJcs^  IftindAtias  Sfria, 


Lockwood*s  Practice  of  Medicine 


Second    Edition 
RevUcd  &nd   Enti 

A  Manual  of  the  Practice  of  Medicine.     By  Gko.  Roe 
WOOD,  M.  D,,  Attending  Physician  lo  tbe  Bellevue  HospitAl,  New  \ 
City.    Octavo,  847  pages,  illustrated.     Cloth,  ^4.00  net. 

Gould  and   Pyle's  Curiosities  of  Medicine 

Anomaliils  and  QiRiosiriF^  UP  MEr»iciNH  Hy  George 
Gould,  M.  D.,  and  Wai  ter  L.  Psir,  M.  D.  An  encyclopedic  co 
lioo  of  rare  iind  extraordinary  ca^es  and  of  the  nio<ft  striking  iust^iinces 
of  ftbnornmlity  in  all  branches  of  Metlltine  and  Surgf  ry  Octavo  of 
968  pAges,  295  engravings,  and  12  full  page  [»lates.  Cloth,  Ij.OO 
Half  Morocco,  $4.50  net. 

Jelliffe's   Pharmacognosy 

An    iNTRMDircnON    TM  pKARMACrK-.NOSV.       By  SMITH    El.V  JeLLII 

Ph.  D.,  M.  r>„  Columbia  University,  New  York.     Octavo  of  265  paig^es, 

illuslraied.      Cloth,  $2.J>o  net. 


Stevens'   Practice  of  Medicine 


New  (8th}  Editioa 
Recently  iMued 


A  Mani'ai.  nF  Tiri';  PRACTttE  OF  MFi;irnNK.  l^y  A.  A.  Stevens, 
A.  M.,  M.  D.,  Professitrof  Therapeutics  and  Clinical  Meilicine,  Woman's 
Medical  Colle^^e,  Pbiladeiphia.  i3mo,  558  pge&,  illustrated.  Hcxiblc 
leather,  fZ-SO  net. 


Paul's  Materia  Medica  for  Nurses 


Recently  Ij 


M1I0^ 


Matfkia  MFr»H'A  FOR  NfRsE*;.  Hy  CfFORr.K  P,  Paui,  M.  D., 
Assistant  Visiting  Physician  and  Adjunct  Radit>jfrapher  lo  the  SatnmrttAn 
Hospital,  Troy,  N.  Y.     iznio  of  240  pages.     Cluih,  $1.50  net. 

Monro's  Manual  of  Medicine 

Manual  of  Medicine.     By  Thomas  Kirkpatrick  Monro,  M. 
of  England.     Octavo  of  906  pAge&,  illustrated,     Cloth.  I5.00  net. 


